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EXECUTIVE  SUMMARY 


The  aging  of  the  population  is  one  of  the  most  significant  socio-demographic 
changes  to  occur  in  Canada  since  the  post-war  baby  boom.  Projections  suggest  that  by 
the  end  of  this  century  the  proportion  of  the  Canadian  population  aged  65  and  older 
will  increase  by  more  than  60%.  One  institution  which  will  be  strained  by  this  change 
is  the  health-care  system.  For  this  reason,  any  behaviours  which  promote  poor 
physical  or  emotional  health  during  this  stage  of  the  life-cycle  are  of  special  interest. 
One  constellation  of  such  behaviours  is  the  problematic  use  of  alcohol  and  other 
substances.  While  alcohol  problems  decline  during  the  latter  stages  of  the  life- 
cycle,  they  still  remain  one  of  the  more  common  problems  experienced  by  older 
adults.  Indeed,  among  males  aged  65  or  older,  alcohol  dependence  is  the  third  most 
frequently  experienced  disorder  preceded  only  by  severe  cognitive  impairment  and 
phobia.  Moreover,  the  combination  of  life-cycle  changes  together  with  alcohol  and 
other  drug  use  may  put  older  adults  at  risk.  Psychologically,  they  are  more  likely  to 
experience  social  isolation,  negative  life-events  (such  as  the  loss  of  significant 
others),  and  important  role  transitions.  Physiologically,  they  are  more  sensitive  to 
alcohol  because  of  their  low  body  mass  and  the  ingestion  of  other  prescribed  drugs. 

This  report  examines  the  use  of  alcohol  and  other  drugs  and  their  association  with 
health  and  well-being  among  older  adults  residing  in  senior  citizen  housing  units.  The 
aim  of  this  study  is  threefold:  first,  to  estimate  the  prevalence  and  level  of  alcohol 
and  drug  use  among  this  population;  second,  to  examine  the  relationship  between  well- 
being and  drug  use;  and  third,  to  examine  the  validity  and  reliability  of  questions 
relating  to  alcohol  use,  drug  use  and  well-being. 

METHODS 

The  target  population  comprised  adults  aged  60  years  and  over  who  resided  in 
pubiiciy,  privately  or  co-operatively  financed  senior  citizen  apartments  within 
Metropolitan  Toronto  in  June  of  1987.  This  included  about  15,400  apartment  suites 
from  75  buildings  and  represented  5%  of  all  Metropolitan  Toronto  residents  aged  60 
years  and  over. 

A stratified  two-stage  cluster  sample  design  was  employed  to  select  an  initial 
sample  of  500  apartment  suites.  In  the  first  stage,  two  apartment  buildings  were 
randomly  selected  within  each  stratum.  Buildings  with  more  apartments  were  given  a 
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greater  chance  of  selection  (i.e.,  probability  proportional  to  size).  Of  the  75  buildings 
in  the  population,  10  (2  per  stratum)  were  randomly  selected.  In  the  final  stage, 
suites  (clusters)  within  each  selected  building  were  randomly  selected  with  equal 
probability.  Of  the  500  suites  initially  selected,  320  (64%)  participated,  from  which 
349  individuals  were  interviewed  between  June  and  October,  1987. 

Respondents  ranged  in  age  from  60  to  100  years  (average=74  years);  two-thirds 
(69%)  were  female.  Just  over  half,  52%,  were  widowed,  while  21%  were  married,  13% 
single,  and  14%  separated  or  divorced.  Most  fell  within  the  lower  end  of  the 
socioeconomic  scale;  almost  half  (45%)  did  not  attend  secondary  school;  most  (96%) 
were  not  employed  and  had  a household  income  of  less  than  $10,000  annually  (75%). 
In  addition,  the  sample  was  ethnically  diverse:  63%  were  born  outside  Canada;  41% 
were  bilingual.  Among  those  born  outside  Canada,  32%  were  born  in  the  British  Isles, 
21%  in  China,  13%  in  "other  countries",  11%  in  Eastern  Europe,  6%  in  Western  Europe, 
6%  in  other  Asian  countries,  6%  in  West  India,  and  5%  in  East  India.  Compared  to 
those  aged  60  years  or  over  living  in  the  general  population,  this  sample  differed  in 
the  following  ways:  (1)  respondents  were  significantly  older;  (2)  a greater  percentage 
were  female;  (3)  they  were  more  likely  to  be  widowed,  divorced  or  separated;  (4) 
there  were  more  Protestants  and  members  of  'other'  religions  and  fewer  of  the  Jewish 
faith;  (5)  they  had  less  formal  education;  (6)  they  were  less  likely  to  be  employed;  and 
(7)  they  reported  less  income. 

HIGHLIGHTS 

Two  groups,  males  and  those  aged  60  to  65  years,  were  the  most  likely  to  report 
lower  levels  of  well-being.  Males,  in  contrast  to  females,  reported  the  following; 

• less  happiness 

• greater  negative  life-events 

• lower  social  support 

• lower  social  activity 

• lower  social  fulfillment 

• greater  loneliness. 

Those  aged  60  to  65  years,  in  contrast  to  other  age  groups,  were  the  most  likely  to 
report  the  following: 

• poorer  health 

• less  life  satisfaction 

• less  positive  feelings 
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• greater  negative  life-events 

• lower  social  support. 

Greater  alcohol  intake  was  associated  with 

• being  male 

• lower  social  fulfillment 

• greater  mastery 

• greater  negative  life-events 

• greater  negative  feelings. 

Greater  alcohol  problems  were  associated  with 

• being  male 

• being  aged  60  to  65  years 

• lower  social  fulfillment 

• greater  mastery 

• lower  social  support 

• greater  negative  life-events. 

Greater  medical  drug  use  was  associated  with 

• being  younger  for  tranquillizer  use 

• being  female  for  heart/blood  medicine 

• less  life  satisfaction  for  use  of  tranquillizers  and  sleeping  pills 

• less  happiness  for  use  of  sleeping  pill  and  heart/blood  medicine,  and 

• greater  negative  feelings  for  use  of  pain  relievers,  tranquillizers, 
sleeping  pills  and  heart/blood  medicine. 

Negative  life-events,  the  most  prominent  factor,  showed  a positive  relationship  to 
alcohol  intake,  drinking  five  or  more  drinks  at  a single  sitting,  alcohol  problems  and 
the  use  of  analgesics,  tranquillizers,  sleeping  pills  and  heart/blood  medicine. 
Following  life-events,  ratings  of  overall  health  showed  a positive  relationship  to 
frequency  of  alcohol  use  and  a negative  one  to  the  use  of  analgesics,  sleeping  pills 
and  heart/blood  medicine.  The  associations  of  the  remaining  well-being  variables  were 
differentially  related  to  type  of  drug  use.  Social  fulfillment,  mastery  and  social 
support  were  significantly  related  to  use  of  alcohol  and  to  problems,  but  not  to  the 
use  of  medical  substances. 


IMPLICATIONS 


These  preliminary  findings  raise  a number  of  issues.  First,  with  the  exception  of 
two  subgroups,  males  and  those  aged  60  to  65  years,  respondents  reported  functional 
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levels  of  well-being.  This  finding  is  consistent  with  studies  that  suggest  age- 
segregated  environments  promote  a greater  sense  of  'well-being.  There  is  also  evidence 
to  suggest  that  many  living  in  multigenerational  households  are  older  and  more 
functionally  impaired  than  those  living  in  other  household  types.  Still,  it  is  unclear 
whether  healthier  individuals  are  drawn  to  elderly  residential  environments  or  whether 
it  is  the  environment  which  promotes  well-being. 

A second  issue  centers  on  alcohol  use  and  problems  among  this  population, 
particularly  in  contrast  to  their  counterparts  living  in  the  general  population  and  as 
well  in  contrast  to  younger  adults.  Although  respondents  in  our  sample  were  less 
likely  to  report  drinking,  rates  of  alcohol  problems  did  not  differ  dramatically  from 
those  living  in  a single  household  environment.  Clearly,  among  older  adults  it  is  the 
youngest  group,  and  especially  males,  that  are  at  risk  for  alcohol  and  other  health 
related  problems.  As  well,  regardless  of  age,  gender  plays  an  important  role  in  the 
use  of  alcohol. 

The  purpose  of  this  report  was  to  present  preliminary  descriptive  information. 
We  must  still  examine  whether  less  well-being  and  greater  alcohol  use  among  males 
and  among  the  youngest  adults  still  hold  after  controlling  for  other  demographic  and 
psychological  factors.  We  must  also  direct  future  work  towards  examining  more 
closely  the  role  of  ethnicity  and  environmental  or  community  differences  in  health  and 
drug  use,  and  the  impact  of  role  transition  from  work  to  retirement.  For  these 
reasons  our  findings  are  preliminary  until  their  stability  can  be  demonstrated. 

The  most  obvious  social  policy  implication  centers  on  the  growing  numbers  of 
older  adults  in  the  population.  More  attention  must  be  directed  to  this  impact  on 
current  and  future  public  health  needs.  We  cannot  assume  that  drinking  among 
currently  middle-aged  adults  will  necessarily  decline  with  age  as  it  has  in  the  past. 
However,  even  if  this  maturational  decline  is  found  to  be  independent  of  cohort  and 
historical  influences,  due  to  the  increasing  size  of  the  population  base,  there  will 
likely  be  increases  in  the  absolute  numbers  requiring  treatment  or  other  interventions. 
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SOMMAIRE  EXECUTIF 


Depuis  le  "baby  boom"  qui  a suivi  la  deuxieme  guerre  mondiale,  un  changement 
sociodemographique  des  plus  importants  au  Canada  a ete  le  vieiliissement  de  la 
population.  On  peut  deviner  qu’a  la  fin  du  siecle  la  proportion  de  la  population 
canadienne  agee  de  65  ans  et  plus  aura  augmente  de  plus  de  60%.  Le  systeme  des  soins 
de  la  sante  publique  sera  bien  affecte  par  ce  changement.  C'est  pour  cela  que  des 
comportements  qui  peuvent  nuire  a la  sante  physique  ou  emotionnelle  pendant  la 
vieillesse  sont  maintenant  d'un  grand  interet.  Un  exemple  d'un  tel  comportement  est 
celui  de  Tabus  de  Talcooi  et  d'autres  drogues.  Bien  que  les  problemes  relies  a Talcooi 
diminuent  pendant  la  vieillesse.  ils  continuent  neanmoins  a etre  assez  communs  parmi  les 
adultes  ages.  Au  fait,  parmi  les  hommes  de  65  ans  et  plus,  la  dependance  sur  Talcooi 
est  le  desordre  ressenti  le  plus  souvent  apres  ceux  de  la  deterioration  de  la  cognition 
et  la  phobie.  D'ailleurs,  les  changements  dus  au  cycle  de  la  vie  en  combinaison  avec 
Tusage  de  Talcooi  et  d'autres  drogues  peuvent  etre  tres  dangereux  pour  les  vieux.  Du 
point  de  vue  psychologique,  ils  risquent  de  ressentir  Tisolement  social,  certains 
evenements  negatifs  (comme,  par  exemple,  la  perte  des  bien  aimes),  et  des  transitions  de 
role.  Du  point  de  vue  physiologique,  ils  sont  sensibies  a Talcooi  a cause  d'une  masse  de 
corps  basse  et  aux  effets  d'autres  drogues  prises  sur  ordonnance. 

Dans  cette  etude  on  examine  Tusage  de  Talcooi  et  d'autres  drogues  et  son 
association  avec  la  sante  et  le  bien-etre  des  vieux  qui  vivent  dans  des  residences  pour 
les  gens  ages.  L'etude  a trois  buts:  le  premier,  d'estimer  la  frequence  et  le  niveau  de 
Tusage  de  Talcooi  et  d'autres  drogues  dans  cette  population;  le  deuxieme,  d'examiner  la 
relation  entre  le  bien-etre  et  Tusage  des  drogues;  et  le  troisieme,  de  determiner  la 
validite  et  la  qualite  des  questions  sur  le  bien-etre  et  Tusage  de  Talcooi  et  de  la 
drogue. 

METHODES 

La  population  cibie  consistait  en  des  adultes  de  60  ans  et  plus  qui  vivent  dans  des 
residences  pour  les  gens  ages  financees  publiquement,  en  prive  ou  cooperativement  a la 
metropole  de  Toronto  en  juin  de  1987.  Ci-inclus  etaient  a peu  pres  15,400  appartements 
de  75  immeubles  - le  logement  de  5%  de  tous  les  habitants  torontois  ages  de  60  ans  et 
plus. 

On  a utilise  un  dessein  d'echantillon  stratifie  et  rassemble,  en  deux  etapes.  pour 
selectionner  Techantillon  original  de  500  appartements.  Dans  le  premier  etape,  on  a 
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choisi  au  hasard  deux  immeubles  dans  chaque  stratum.  Des  immeubles  avec  une  plus 
grande  quantite  d'appartements  ont  eu  une  plus  grande  probabilite  de  selection.  Des  75 
immeubles  de  la  population,  10  (2  pour  stratum)  ont  ete  choisis  au  hasard.  A I'etape 
final,  des  suites  (des  rassemblements)  dans  chaque  immeubie  selectionne  ont  ete  choisies 
au  hasard  avec  une  probabilite  egaie.  Des  500  suites  seiectionnees  au  debut,  320  (64%) 
ont  participe  desquelles  349  personnes  ont  donne  des  entrevues  entre  juin  et  octobre, 
1987. 

L'age  de  ceux  qui  ont  repondu  allait  de  60  a 100  ans  (moyen  = 74  ans);  deux-tiers 
(69%)  etaient  des  femmes.  Un  peu  plus  de  la  moitie  (52%)  etaient  veufs;  21%,  maries; 
13%,  celibataires;  et  14%,  separes  ou  divorces.  La  plupart  appartenait  au  niveau 
socioeconomique  bas;  presque  la  moitie  (45%)  ne  sont  pas  alles  a I'ecole  secondaire;  la 
plupart  (96%)  etait  sans  travail  et  gagnait  moins  de  $10,000  par  an  (75%).  II  y avait  une 
diversite  ethnique:  63%  sont  nes  dehors  du  Canada;  41%  etaient  bilingues.  Parmi  ceux 
qui  sont  nes  dehors  du  Canada,  32%  sont  nes  aux  lies  Britanniques;  21%,  en  Chine;  13%, 
dans  "d'autres  pays,"  11%,  en  Europe  de  Test;  6%,  en  Europe  de  I'ouest;  6%,  dans 
d'autres  pays  asiatiques;  6%  en  Inde  de  I'ouest,  et  5%  en  Inde  de  Test.  En  comparaison 
avec  ceux  de  60  ans  et  plus  dans  la  population  generaie,  cet  echantillon  avait  les 
characteristiques  suivants  qui  les  distinguaient;  (1)  ils  etaient  beaucoup  plus  vieux;  (2)  il 
y avait  un  plus  grand  pourcentage  de  femmes;  (3)  il  y avait  plus  de  veufs,  divorces  et 
separes;  (4)  il  y avait  plus  de  protestants  et  membres  "d'autres"  religions  et  moins  de 
juifs,  (5)  ils  ont  eu  moins  d'education  officielle;  (6)  ils  avaient  moins  souvent  du  travail; 
et  (7)  ils  ont  eu  moins  de  revenu. 

RESULTATS  INTERESSANTS 

Un  sens  de  bien-etre  a manque  surtout  a deux  groupes:  les  hommes  et  les 
personnes  agees  de  60  a 65  ans.  Les  hommes,  en  contraste  avec  les  femmes,  ont 
rapporte  le  suivant: 

t moins  de  bonheur 

• plus  d'evenements  negatifs  dans  la  vie 

• moins  de  soutien  social 

• moins  d'activite  sociale 

• moins  de  satisfaction  sociale 

• plus  de  solitude. 
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Ceux  de  60  a 65  ans,  en  contraste  avec  ceux  d’autres  ages,  ont  indique  le  suivant; 

• mauvaise  sante 

• moins  de  satisfaction  dans  la  vie 

• moins  d'emotions  positives 

• plus  d'evenements  negatifs  dans  la  vie 

• moins  de  soutien  social. 

Une  plus  grande  consommation  d'alcool  s'associait  avec; 

• ie  genre  masculin 

• moins  de  satisfaction  sociale 

• plus  de  maitrise 

• moins  de  soutien  social 

• plus  d'evenements  negatifs  dans  la  vie. 

Plus  de  problemes  avec  I'alcool  s'associaient  avec: 

• le  genre  masculin 

• rage  de  60  a 65  ans 

• moins  de  satisfaction  sociale 

• plus  de  maitrise 

• moins  de  soutien  social 

• plus  d'evenements  negatifs  dans  la  vie. 

Un  usage  eleve  de  drogues  medicales  s'associait  avec: 

• un  age  plus  jeune,  pour  I'usage  des  tranquillisants 

• le  genre  feminin,  pour  les  medicaments  pour  le  coeur  ou  le  sang 

t moins  de  satisfaction  dans  la  vie,  pour  I'usage  des  tranquillisants  et  des 

somniferes 

• moins  de  bonheur,  pour  I'usage  des  somniferes  et  des  medicaments  pour  le 
coeur  ou  le  sang,  et 

• plus  d'emotions  negatives,  pour  I'usage  des  anaigesiques,  tranquillisants. 
somniferes  et  medicaments  pour  le  coeur  ou  le  sang. 

Des  evenements  negatifs  dans  la  vie,  le  facteur  le  plus  important,  s'associaient 
d'une  maniere  positive  avec  la  consommation  d'alcool,  I'habitude  de  prendre  cinq  coups 
ou  plus  a la  fois,  des  problemes  avec  I'alcool  et  I'usage  des  anaigesiques,  tranquillisants, 
somniferes  et  medicaments  pour  le  coeur  ou  le  sang.  L'estimation  de  la  sante  generale 
s'associait  d'une  fagon  positive  avec  la  frequence  de  I'usage  de  I'alcool  et  d'une  fagon 
negative  avec  I'usage  des  anaigesiques,  somniferes  et  medicaments  pour  le  coeur  ou  le 
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sang.  Les  autres  variables  du  bien-etre  s'associaient  d'une  maniere  differentielle  avec  la 
sorte  d'usage  de  la  drogue.  La  satisfaction  sociale,  la  maitrise  et  le  soutien  social 
s'associaient  d'une  fapon  importante  avec  I'usage  de  I'alcool  et  avec  des  problemes  relies 
a I'alcool  mais  pas  avec  I'usage  des  medicaments. 

IMPLICATIONS 

Ces  resultats  preliminaires  suggerent  plusieurs  choses.  D'abord,  a I'exception  de 
deux  sous-groupes  (les  hommes  et  toutes  les  personnes  agees  de  60  a 65  ans),  ceux  qui 
ont  repondu  ont  indique  des  niveaux  acceptables  du  bien-etre.  II  y a aussi  de  I'evidence 
pour  suggerer  que  beaucoup  de  personnes  qui  habitant  dans  des  maisons  avec  plusieurs 
generations  sont  plus  agees  et  plus  deteriorees  du  point  de  vue  fonctionnel  que  celles 
qui  habitent  dans  d'autres  sortes  de  maison.  Cependant  il  n'est  pas  clair  si  les  individus 
d'une  meilleure  sante  ont  tendance  a habiter  dans  des  residences  pour  les  gens  ages,  ou 
si  c'est  de  telles  residences  eiles-memes  qui  encouragent  le  bien-etre. 

II  y a aussi  la  question  de  I'usage  de  I'alcool  et  des  problemes  causes  par  I'alcool 
dans  cette  population,  surtout  en  contraste  avec  leurs  homologues  dans  la  population 
generale  et  en  contraste  avec  les  adultes  plus  jeunes.  Bien  que  nos  sujets  aient 
rapporte  un  plus  petit  taux  de  boire,  leurs  taux  de  problemes  causes  par  I'alcool  ne 
differaient  pas  enormement  de  ceux  rapportes  par  les  personnes  d'une  maison 
particuliere.  Evidemment  parmi  les  adultes  plus  ages,  c'est  les  plus  jeunes,  et  surtout 
les  hommes,  qui  risquent  d'encontrer  des  problemes  avec  I'alcool  ou  d'autre  problemes  de 
sante.  En  plus,  sans  regarder  I'age,  le  genre  joue  un  role  important  dans  I'usage  de 
I'alcool. 

Les  resultats  de  cette  etude  sont  preliminaires  et  descriptifs.  II  faut  toujours 
examiner  si  moins  de  bien-etre  et  plus  d'usage  d'alcool  parmi  les  hommes  et  parmi  les 
adultes  les  plus  jeunes  continuent  apres  avoir  rendu  compte  d'autres  facteurs 
demographiques  et  psychologiques.  II  faudra  aussi  voir  de  plus  pres  le  role  de  I'origine 
ethnique  et  des  differences  des  environs  et  de  la  communaute  quant  a la  sante  et  a 
I'usage  de  la  drogue,  et  I'effet  de  la  transition  du  role  du  travail  a celui  de  la  retraite. 

En  ce  qui  concerne  la  politique  sociale,  I'augmentation  du  nombre  des  adultes  plus 
ages  dans  la  population  est  tres  importante.  II  faut  bien  faire  attention  aux  effets  de 
cette  augmentation  relativement  aux  besoins  de  la  sante  publique  dans  le  present  et  a 
I'avenir.  On  ne  salt  pas  si  I'habitude  de  prendre  les  boissons  alcooliques  parmi  les 
adultes  qui  sont  maintenant  entre  deux  ages  va  diminuer  forcement  avec  le  temps  comme 
dans  le  passe.  Toutefois  si  elle  diminue,  malgre  les  influences  de  I'histoire  et  de  la 
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cohorte,  il  y aura  quand  meme  sans  doute  plus  de  gens  (en  fonction  de  nombres  absolus) 
qui  auront  besoin  du  traitement  ou  d'autres  interventions,  simplement  a cause  de 
I'accroissement  de  la  population  des  vieux. 
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1.  Introduction 


The  aging  of  the  population  is  one  of  the  most  significant  socio- 
demographic changes  to  occur  in  Canada  since  the  post-war  baby  boom. 
Between  1974  and  1983,  the  population  aged  60  or  over  has  increased  by  19% 
(Denton  et  al.,  1987).  Projections  suggest  that  by  the  end  of  this  century  the 
proportion  of  the  Canadian  population  aged  65  and  older  will  increase  by  more 
than  60%,  from  9.7%  in  1981  to  between  12.8%  and  13.6%  by  2001,  and  to 
between  19.5%  and  29.1%  by  2051  (Denton  et  al.,  1987).^ 

One  institution  which  will  be  affected  by  this  change  is  the  health-care 
system.  For  this  reason,  any  behaviours  which  promote  poor  physical  or 
emotional  health  during  this  stage  of  the  life-cycle  are  of  special  interest. 
One  constellation  of  such  behaviours  is  the  problematic  use  of  alcohol  and 
other  substances.  While  alcohol  problems  decline  during  the  latter  stages  of 
the  life-cycle  (Smart  & Liban,  1981;  Borgatta  et  al.,  1982)  they  still  remain  one 
of  the  more  common  problems  experienced  by  older  adults.  Indeed,  among 
males  aged  65  or  older,  alcohol  dependence  is  the  third  most  frequently 
experienced  disorder  preceded  only  by  severe  cognitive  impairment  and  phobia 
(Myers  et  al.,  1984). 

Moreover,  the  combination  of  life-cycle  changes  together  with  alcohol  and 
other  drug  use  may  put  older  adults  at  risk  (Gomberg,  1980;  Mishara  & 
Kastenbaum,  1980;  Brody,  1982).  Psychologically,  they  are  more  likely  to 
experience  social  isolation,  negative  life-events  (such  as  the  loss  of  significant 
others),  and  important  role  transitions.  Physiologically,  they  are  more 
sensitive  to  alcohol  because  of  their  low  body  mass  and  the  ingestion  of  other 
prescribed  drugs  (Hartford  & Samorajski,  1982;  Schuckit  & Pastor,  1978). 

Epidemiological  data  show  that  although  older  adults  are  more  often 
abstainers  and  less  often  heavy  drinkers  than  their  younger  counterparts, 
(Cahalan  et  al.,  1969;  Barnes,  1979;  Johnson  & Goodrich,  1974;  Maddox  et  al., 
1984;  Rathbone-McCuan  et  al.,  1976;  Douglass  et  al.,  1988),  they  are  just  as 
likely  to  engage  in  daily  drinking  (Schuckit  & Pastor,  1978).  Similar  findings 
have  been  noted  among  Ontario  adults.  Smart  and  Adlaf  (1987)  found  that 
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while  rates  of  abstention  were  higher  for  those  aged  50  and  older  than  for 
younger  adults  (30-49  years),  both  groups  reported  a similar  level  of  daily 
drinking  (21%  v’ersus  17%).  Despite  lower  rates  of  use  and  problems  than  their 
younger  counterparts,  particular  subgroups  of  older  adults  are  prone  to  problem 
drinking  (Borgatta  et  al.,  1982;  Cahalan,  1970). 

Most  notably,  among  older  adults,  males  are  more  likely  than  females  to 
consume  alcohol  and  to  drink  heavily.  (Smart  and  Adlaf,  1988;  Sawka,  1978; 
Busby  et  al.,  1988;  Goodwin  et  ai.,  1987;  Cohen,  1988;  Barnes,  1979,  1982; 
Douglass  et  ai.,  1988).  As  in  the  general  population,  consumption  declines  with 
age  (Smart  and  Adlaf,  1988;  Busby  et  al.,  1988;  Goodwin  et  al.,  1987;  Barnes, 

1982) .  Thus,  it  is  the  youngest  group  of  older  adults  who  appear  to  be  at 
greatest  risk. 

Data  on  the  use  of  medical  drugs  suggest  that  use  increases  with  age 
(Helling  et  al.,  1987;  Guttman,  1978),  and  that  daily  and  extended  use  are  more 
prevalent  among  older  people  than  among  their  younger  counterparts  (Peterson, 

1983) .  For  example,  Smart  and  Adlaf  (1987)  found  that  those  aged  50  and 
older,  especially  females,  were  more  likely  to  report  daily  use  of  sleeping  pills 
than  30-49-year-oids  and  18-29-year-olds,  and  in  addition  were  more  likely  to 
report  daily  use  of  tranquillizers.  Prescription  data  from  Saskatchewan 
(D’Arcy,  1987)  similarly  show  use  of  mood-modifying  drugs  (i.e.,  sleeping 
preparations,  tranquillizers  and  analgesics)  to  increase  with  age  (rates  of  use 
were  highest  among  those  75  years  and  older).  These  data  also  showed  greater 
use  among  females  than  males.  National  data  support  these  findings.  The 
Canada  Health  Survey  (CHS)  (Health  and  Welfare  Canada,  1981)2  found 
increases  in  use  with  age  for  pain  relievers,  tranquillizers  or  sleeping 
preparations  and  heart  or  blood  medication  and  among  older  adults,  greater 
prevalence  of  use  for  females. 

In  this  report,  we  examine  the  use  of  alcohol  and  other  drugs  and  their 
association  with  health  and  well-being  among  older  adults  residing  in  senior 
citizen  housing  units.  The  aim  of  this  study  is  threefold:  first,  to  estimate  the 
prevalence  and  level  of  alcohol  and  drug  use  among  this  population;  second,  to 
examine  the  relationship  between  well-being  and  drug  use;  and  third,  to 
examine  the  validity  and  reliability  of  questions  relating  to  alcohol  use,  drug 
use,  and  well-being. 
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We  will  begin  by  outlining  the  methods  and  procedures  used  to  select  the 
sample  and  to  collect  the  data.  Next,  we  briefly  report  on  the  validity  and 
reliability  of  questionnaire  items  and  the  characteristics  and  representativeness 
of  participants.  Our  results  will  begin  with  a brief  description  of  the  reported 
health  and  well-being  of  respondents.  We  then  describe  the  nature  and  extent 
of  alcohol  use  and  associated  problems  and  other  drug  use,  and  then  examine 
associations  between  well-being  and  drug  use.  In  closing  we  highlight  some  of 
the  important  findings,  discuss  their  implications,  and  suggest  some  future 
directions  for  research. 

2.  Method 

2.1  Sample  Design 

The  intended  or  target  population  from  which  we  derived  our  sample 
comprised  adults  aged  60  years  and  over  who  resided  in  publicly,  privately  or 
co-operatively  financed  senior  citizen  apartments  within  Metropolitan  Toronto 
in  June  of  1987.  Apartment  units  not  included  were  those  where  use  of 
alcohol  was  banned,  those  which  contained  "mixed"  units,  or  those  which 
catered  to  specific  ethnic  groups. ^ In  total,  the  target  population  included 
about  15,400  apartment  suites  from  75  buildings  and  represented  5%  of  all 
Metropolitan  Toronto  residents  aged  60  years  and  over.  For  purposes  of 
administrative  control  and  to  ensure  regional  representation,  the  population 
was  stratified  by  five  groupings  (four  representing  locality  and  the  fifth 
nonpublic  residences).  Of  the  15,400  apartment  suites  in  the  population,  500 
were  selected,  with  each  stratum  proportionally  represented.  This  initial 
allocation  of  500  suites  included  an  expected  nonresponse  factor  of  65%. 

A two-stage  cluster  sample  design  was  employed  to  select  apartment 
suites.  In  the  first  stage,  two  apartment  buildings  were  randomly  selected 
within  each  stratum.  Buildings  with  more  apartments  were  given  a greater 
chance  of  selection  (i.e.,  probability  proportional  to  size).  Of  the  75  buildings 
in  the  population,  10  (2  per  stratum)  were  randomly  selected.  In  the  final 
stage,  suites  (clusters)  within  each  selected  building  were  randomly  selected 
with  equal  probability.  All  eligible  residents  within  a suite  were  interviewed. 
The  sampling  procedure  resulted  in  self-weighted  estimates. = 
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2.2  Procedures  & Administration 

The  management  of  each  selected  apartment  building  was  informed  about 
the  study  and  was  asked  for  permission  to  survey  residents.  All  selected 
buildings  participated.  In  most  cases,  the  building  management  forwarded  a 
letter  to  all  residents  informing  them  about  the  study.  In  addition,  one  week 
prior  to  the  interview,  each  selected  suite  received  a hand-delivered  letter 
informing  the  occupants  of  their  selection,  outlining  the  nature  of  the  study, 
and  explaining  that  an  interviewer  would  soon  call  on  them.  Because  each 
building  contained  security  systems  for  their  residents,  first  contact  with  the 
respondent  was  made  through  an  intercom  system.  Interviewers  introduced 
themselves  and  asked  occupants  for  their  participation.  Interviewers  also 
informed  occupants  that  they  would  receive  a one  dollar  lottery  ticket  as  a 
token  of  appreciation  for  their  time  and  inconvenience.  Upon  receiving 
agreement  of  the  occupants  to  participate,  interviewers  proceeded  to  the 
respondents  suite  to  conduct  the  interview.  A few  interviews  were  conducted 
outside  the  respondent's  suite  at  his  or  her  request.  Considerable  effort  was 
made  to  follow-up  nonresponding  units.  All  interviews  were  conducted  between 
June  and  the  end  of  October,  1987.  The  four  interviewers  employed  were 
trained  in  both  general  interview  techniques  and  the  questionnaire  specifically. 
All  were  young  females,  three  of  whom  were  chosen  for  their  ability  to  speak 
and  translate  into  another  language  relevant  to  the  sample.®  Data  were 
collected  by  a personal  interview  which  lasted,  on  average,  58  minutes  and 
ranged  in  duration  from  20  to  145  minutes. 

2.3  Questionnaire  Content 

Several  questionnaire  items  were  used  to  determine  the  degree  of  current 
and  past  alcohol  involvement.  Areas  of  coverage  included  the  prevalence, 
frequency,  and  quantity  of  consumption;  drinking  patterns;  drinking  history; 
reasons  for  drinking;  and  problem  drinking  as  measured  by  the  CAGE  scale 
(Mayfield  et  al.,  1974;  Ewing,  1984).^ 

We  also  report  data  on  the  use  of  four  drugs;  pain  relievers  (analgesics); 
tranquillizers;  sleeping  preparations;  and  medicine  for  heart  problems  and 
blood  pressure.  For  each  substance,  respondents  were  asked  if  they  had  used 
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it  in  the  past  12  months,  and  if  so,  how  frequently.  In  addition,  they  were 
asked  whether  use  was  by  prescription,  what  quantity  was  prescribed  and 
consumed.  Information  was  collected  for  up  to  two  drugs  per  substance 
category.  In  virtually  all  cases  this  information  was  recorded  by  the 
interviewer  from  medicine  containers  provided  by  respondents. 

To  examine  the  association  between  drug  use  and  well-being,  the 
questionnaire  also  included  health  and  social  measures  of  gerontological 
significance.  For  purposes  of  this  report  we  consider  "well-being”  to  reflect 
the  generalization  of  three  constellations:  physical  health;  social-psychological 
well-being;  and  environmental-  and  structural-related  factors. 

To  measure  physical  health  status  we  utilized  seven  items  drawn  from  the 
Multilevel  Assessment  Instrument  (MAI)  (Lawton  et  al.,  1982).  We  used  six  of 
these  to  construct  a total  health  status  score.  The  remaining  item,  whether 
the  respondent  was  in  a wheelchair,  was  not  included  in  the  total  score  but  is 
reported  separately.  The  six  items  concern  the  following;  1)  overall  health;  2) 
the  degree  to  which  health  problems  interfere  with  activities;  3)  whether  or 
not  the  respondent  has  ever  seen  a doctor  for  heart  trouble  or  4)  for 
circulation  problems;  5)  how  many  times  the  respondent  visited  a doctor;  and 
6)  how  many  days  have  been  spent  in  the  hospital  in  the  past  year.  Higher 
scores  indicate  better  health  with  values  range  from  0 to  10. 

Social-psychological  well-being  is  represented  by  four  measures:  subjective 
well-being:  mastery;  loneliness;  and  social  fulfillment. 

To  measure  subjective  well-being  we  employed  Liang's  (1985)  integration 
of  the  Affect  Balance  Scale  (Bradburn,  1969)  and  the  Life  Satisfaction  Index  A 
(Neugarten  et  al.,  1961).  This  15-item  scale  measures  four  constructs:  1)  life 
satisfaction  (congruence),  a cognitive  assessment  of  life  satisfaction  in  terms 
of  goals  and  expectations;  2)  happiness,  an  emotional  or  cognitive  assessment 
of  overall  long-term  happiness  or  pleasure;  3)  positive  affect,  current  non- 
cognitive  happiness  or  pleasure;  and  4)  negative  affect,  current  non-cognitive 
unhappiness  including  anxiety,  depression,  worry,  and  pessimism.  These 
measures  are  scored  so  that  higher  scores  indicate  less  life  satisfaction, 
happiness,  and  positive  affect  and  greater  negative  affect. 

The  scale  we  employed  to  measure  personal  control  or  mastery  was  taken 
from  Linn  and  Linn's  (1984)  Self-Evaluation  of  Life  Function  (SELF)  Scale 
W'hich  closely  follows  Rotter's  (1966)  Locus  of  Control.  Respondents  were 
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asked  how  strongly  they  agree  with  the  following  statements:  1)  becoming  a 
success  is  a matter  of  hard  work,  luck  has  nothing  to  do  with  it,  2)  what 
happens  to  me  is  my  own  doing,  3)  most  people  don’t  realize  the  extent  to 
which  their  lives  are  controlled  by  accidental  happenings,  and  4)  many  times  I 
feel  that  I have  little  influence  over  the  things  that  happen  to  me.  Total 
scores  ranged  from  0 to  11  with  higher  scores  indicating  a greater  sense  of 
mastery. 

Because  older  adults  are  more  likely  to  experience  the  loss  of  a spouse 
and  close  friends,  they  may  be  more  likely  to  experience  feelings  of  loneliness. 
Indeed,  some  estimate  that  loneliness  affects  12%  to  40%  of  those  aged  65 
years  or  older  (Creecy  et  al.,  1985).  To  measure  the  degree  to  which 
respondents  experience  feelings  of  loneliness,  we  used  a three-item  scale 
employed  by  Creecy  et  al.  (1985)  (see  also  Paloutzian  & Ellison,  1982).  We 
asked  respondents  how  frequently  they  felt  1)  lonely,  2)  that  they  had  as  many 
close  relationships  as  they  wanted,  and  3)  emotionally  satisfied  in  their 
relationships  with  people.  Total  scores  ranged  from  0 to  6 with  higher  scores 
denoting  less  loneliness. 

Loneliness,  in  turn,  is  connected  to  perceptions  of  one's  social  fulfillment. 
(Creecy  et  al.,  1985).  We  measured  social  fulfillment  using  a three-item  scale 
which  indicated  the  degree  to  which  respondents  feel  as  if  they  1)  do  not  have 
enough  friends,  2)  do  not  have  enough  to  keep  busy,  and  3)  are  not  needed. 
Total  scores  ranged  from  1 to  9 with  higher  scores  indicating  a stronger 
sense  of  self  fulfillment. 

Environmental-structural  factors  are  represented  by  three  measures: 
negative  life-events;  social  support;  and  social  activities. 

Negative  life-events  have  been  linked  to  several  health-related  behaviours, 
including  physical  health  (Lin  et  al.,  1979),  doctor  visits  (Krause,  1988),  and 
alcohol  consumption  (Finney  & Moos,  1984).  To  measure  negative  life-events 
we  employed  a 9-item  scale  based  on  the  PERI  life-events  scale  (Dohrenwend 
et  al.,  1978)  previously  used  among  older  adults  (Cohen  et  al.,  1985).  These 
items  asked  whether  the  individual  has  in  the  past  year  experienced  1)  the 
death  of  a spouse;  2)  the  death  of  another  family  member;  3)  movement  to  a 
worse  home  or  neighborhood;  4)  assault  or  robbery;  5)  loss  of  one's  drivers 
licence;  6)  financial  or  property  loss;  7)  the  death  of  a close  friend;  8) 


physical  illness;  and  9)  injury.  Total  scores  for  these  items  ranged  from  0 to 
5 with  higher  scores  indicating  greater  stress. 

Social  support,  which  is  commonly  seen  as  a mediator  to  stressors,  has 
become  a pivotal  factor  in  social-gerontological  studies.  According  to 
Weinberger  et  al., (1986a)  social  support  refers  to  relationships  that  fulfill  basic 
social  needs  through  the  interaction  with  others.  To  measure  social  support 
we  employed  a five-item  scale  drawn  from  the  MAI  (Lawton  et  al.,  1982)  which 
asks  about  1)  the  number  of  others  with  whom  the  respondent  lives,  2) 
whether  or  not  the  respondent  has  someone  to  confide  in,  3)  whether  or  not 
there  is  anyone  the  respondent  could  depend  upon  if  he  or  she  became  ill,  4) 
how  often  the  respondent  speaks  to  relatives  on  the  telephone,  and  5)  how 
often  the  respondent  visits  with  relatives.  Total  scores  ranged  from  0 to  9 
with  higher  scores  indicating  greater  social  support. 

Social  activities  are  linked  to  happiness  and  life  satisfaction  (Creecy  et 
al.,  1985).  To  measure  the  level  of  social  activity  we  used  a four-item  scale 
(Creecy  et  al.)  which  reflects  how  frequently  respondents  1)  participate  in 
recreational  activities  or  hobbies,  2)  participate  in  clubs  or  community 
organizations,  3)  socialize  with  friends,  and  4)  do  volunteer  work.  Total 
scores  ranged  in  values  from  0 to  8,  with  higher  scores  indicating  greater 
levels  of  social  activity. 

Appendix  A presents  the  survey  instrument  while  Appendix  B presents  a 
description  of  variables  and  their  internal  reliability. 

2.4  Participation 

Of  the  500  suites  initially  selected,  320  (64%)  participated,  from  which  349 
individuals  were  interviewed.  The  most  common  reason  for  nonparticipation 
was  refusal  (67%),  followed  by  language  barrier  (13%),  not-at-home  (12%)  and 
current  illness  (8%).  Nonparticipation  can  affect  the  representativeness  of  any 
survey  sample  if  those  who  participate  are  systematically  different  from  those 
not  interviewed.  To  examine  whether  participants  in  our  study  differed  from 
nonparticipants,  interviewers  attempted  to  record  the  gender  and  age  of  non- 
participants. Unfortunately,  66%  of  those  who  refused  to  be.  interviewed  also 
refused  to  indicate  their  age.  The  refusal  rate  did  not,  however,  differ 


8 


significantly  by  gender;  28%  of  males  and  33%  of  females  refused  to 
participate. 

Participation  did  vary  significantly  among  buildings,  ranging  from  43%  to 
86%.  As  a result,  we  weighted  the  data  according  to  building  participation 
rate  (to  ensure  the  proportionality  of  the  sample).  This  adjustment  does  not 
correct  for  nonresponse  bias,  but  corrects  the  proportionality  of  the  sample  to 
its  population.® 

2.5  Data  Analysis 

This  preliminary  report  restricts  attention  to  univariate  (frequencies)  and 
selected  bivariate  (crosstabulations,  correlations)  relationships.  Future  reports 
and  analyses  will  examine  the  multivariate  aspects  of  these  data  in  greater 
detail. 

Since  a major  purpose  of  the  study  is  to  estimate  particular  health 
behaviours  in  this  population  we  include  estimates  of  sampling  error  for  all 
total  percentages.  Sampling  error  refers  to  the  "probable  accuracy"  or 
precision  of  an  estimate.  Total  estimates  summarized  in  this  report  include  a 
range,  or  confidence  interval,  around  percentage  values,  which  indicate  the 
interval  within  which  the  true  population  percentage  probably  lies.  This  error, 
however,  does  not  include  errors  resulting  from  nonsampling  sources,  such  as 
effects  of  poor  memory,  interviewer  errors,  and  respondent  errors.  The 
confidence  interval  (in  our  case,  a 95%  confidence  interval)  can  be  interpreted 
as  being  95%  likely  to  include  the  true  population  value.  In  reporting  that  the 
percentage  of  older  adults  who  rated  their  health  as  poor  was  11.1%  ± 3.3% 
(see  Table  2),  we  mean  that  there  is  a 95%  chance  that  the  actual  or  true 
percentage  of  older  adults  in  the  population  lies  between  7.8%  and  14.4%. 
Larger  confidence  intervals  indicate  less  precision,  while  conversely,  smaller 
intervals  indicate  more  precision.  Sampling  errors  for  subgroup  estimates  can 
be  derived  from  Appendix  C. 

Because  sampling  error  is  involved  in  any  estimate,  absolute  differences 
between  two  percentages  do  not  necessarily  reflect  real  differences.  For  this 
reason,  throughout  this  report  we  restrict  the  word  "significant"  to  indicate 
statistically  discernible  differences  at  the  .05  level  of  probability. 
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2.6  Validity  & Reliability 

The  sample  survey  method  has  many  strengths  including  its  ability  to 
project  Information  about  a sample  to  a larger  population.  One  possible 
weakness  of  the  method,  however,  is  its  reliance  on  self-reported  data.  Such 
measures  are  evaluated  in  terms  of  their  validity  and  reliability.  Valid 
measures  are  ones  that  quantify  the  intended  concept;  reliable  measures  are 
ones  that  are  consistent,  stable  and  precise. 

Reliability  may  be  considered  as  the  consistency  of  a respondent's  report 
at  a single  point  in  time  (internal  consistency)  or  as  stability  across  time 
(test-retest).  To  examine  the  test-retest  reliability  of  responses,  43 
respondents  were  re-interviewed  after  a three-week  interval.  This  test-retest 
interview  lasted  from  10  to  20  minutes  and  contained  30  items  examining 
demographic,  physical  and  psychological  health  and  alcohol  and  drug  use. 

The  percentage  responding  consistently  between  the  two  interviews  is 
shown  in  Column  1 in  Appendix  D.  Consistency  is  generally  high  (average=75%; 
median=  85%),  but  varies  by  question  (ranging  from  24%  to  100%).  Column  2 
shows  the  reliability  coefficients,  which  indicate  the  extent  of  stability  of  a 
given  question.  For  continuous  variables  (indicated  by  the  absence  of  an 
asterisk)  such  as  year  of  birth  a coefficient  of  .60  or  greater  is  considered 
reliable.  For  dichotomous  variables  (indicated  by  an  asterisk)  (e.g.,  yes-no) 
such  as  "cut  down"  coefficients  (Kappa)  of  .75  or  greater  indicate  excellent 
stability,  and  values  between  .40  and  .75  suggest  fair  to  good  agreement 
(Fleiss,  1981).  Overall,  the  data  show  good  stability  (mean=.65;  median=.70). 
The  highest  reliability  occurs  for  demographic  items,  the  lowest  being  .99.  Of 
particular  interest  to  us  here  is  the  reliability  of  questions  relating  to  alcohol 
and  other  drug  use.  Drinking  variables  all  show  acceptable  reliabilities  (ever 
drinking=.66;  frequency  of  use=.95;  frequency  of  drinking  5+=.84).  With  the 
exception  of  pain  relievers,  which  shows  a coefficient  of  .30,  reliabilities  for 
drug  use  items  are  also  acceptable  (ever  smoking=.89;  tranquillizers=.75;  heart 
and  blood  medicine=.80:  sleeping  pills=.63).  In  total,  six  items  show  low 
stability  (cut  down,  annoyed  by  others,  pain  relievers,  stop  use,  feel  bad,  gone 
for  help). 

Although  reliability  is  a necessary  condition  to  show  the  validity  of  a 
measure,  it  is  not  a sufficient  one.  Any  measure  may  be  consistently 
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inaccurate  or  biased  and  thus  invalid.  There  is  not  yet  a strong  consensus  in 
the  research  literature  as  to  the  accuracy  of  self-reported  measures  among 
older  adults.  Although  older  adults  appear  to  report  some  items  more 
inaccurately  than  younger  respondents  (Cahalan,  1968;  Schuman  & Presser, 
1981;  Sudman  & Bradburn,  1974;  Andrews  & Herzog,  1986),  these  effects  have 
not  been  consistent  (Rodgers  & Herzog,  1987).  Several  studies  have  found  that 
self-reported  health  of  older  adults  is  highly  correlated  with  physician  ratings 
(LaRue  et  al.,  1979),  disability  and  number  of  illnesses  (Ferraro,  1980;  Herzog 
& Dielman,  1985),  and  physician  visits,  hospitalization,  diagnoses,  medications 
and  disability  (Linn  & Linn,  1980).  Herzog  & Dielman  (1985)  concluded  that 
"reports  of  factual  information  by  older  adults  are  no  more  biased  by 
inaccuracies  than  are  those  of  respondents  of  other  ages..."  In  addition, 
Andrews  and  Herzog  (1986)  found  that  responses  from  older  respondents  was 
less  precise  than  those  from  younger  ones,  yet  relationships  among  survey 
measures  were  not  weakened.  Regarding  response  behaviours,  Herzog  and 
Rodgers  (1988)  found  that  although  older  respondents  (60  and  older)  did  not 
show  differences  in  the  rate  of  "don't  know"  responses,  or  affirmative  or 
extreme  response  styles  compared  to  those  aged  20  to  59,  they  did,  however, 
require  greater  interviewer  assistance  for  question  stems  and  response 
categories. 

Few  empirical  studies,  despite  sufficient  grounds  for  concern  (Graham, 
1986),  have  examined  the  reliability  and  validity  of  self-reported  alcohol  and 
drug  use  among  older  adults.  Although  we  present  evidence  of  reliability, 
without  other  corroborative  data,  we  are  unable  to  establish  the  validity  of 
these  measures.  Based  on  the  research  literature,  however,  we  expect 
understated  estimates  of  alcohol  consumption  and  problems  in  this  sample. 

2.7  Sample  Characteristics  & Representativeness 

The  nature  of  any  sample  is  a function  of  the  target  population.  This  is 
especially  true  in  cases  like  ours  where  the  population  is  small  and  unique  i.e.. 
residents  of  seniors'  apartments.  Sample  characteristics  are  shown  in  Table  1. 
Respondents  ranged  in  age  from  60  to  100  years  (av'erage=74  years);  two- 
thirds  (69%)  were  female.  Just  over  half,  52%.  were  widowed,  while  21%  were 
married,  13%  single,  and  14%  separated  or  divorced.  .Most  fell  within  the  lower 
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end  of  the  socioeconomic  scale;  almost  half  (45%)  did  not  attend  secondary 
school;  most  (96%)  were  not  employed  and  had  a household  income  of  less  than 
$10,000  annually  (75%).  In  addition,  the  sample  was  ethnically  diverse:  63% 
were  born  outside  Canada;  41%  were  bilingual.  Among  those  born  outside 
Canada,  32%  were  born  in  the  British  Isles,  21%  in  China,  13%  in  "other 
countries",  11%  in  Eastern  Europe,  6%  in  Western  Europe,  6%  in  other  Asian 
countries,  6%  in  West  India,  and  5%  in  East  India. 

It  is  also  important  to  note  the  social  location  of  this  sample  relative  to 
other  populations.  Column  2 of  Table  1 shows  selected  characteristics  of  109 
Metropolitan  Toronto  adults  aged  60  years  or  over  combined  from  Gallup 
surveys  conducted  in  1984  and  1987  (Smart  & Adlaf,  1987).  Compared  to  those 
aged  60  years  or  over  living  in  the  general  population,  our  sample  differed  in 
the  following  ways:  (1)  respondents  were  significantly  older;  (2)  a greater 
percentage  were  female;  (3)  they  were  more  likely  to  be  widowed,  divorced  or 
separated;  (4)  there  were  more  Protestants  and  members  of  'other'  religions 
and  fewer  of  the  Jewish  faith;  (5)  they  had  less  formal  education;  (6)  they 
were  less  likely  to  be  employed;  and  (7)  they  reported  less  income. 

Our  sample  also  included  more  females  and  fewer  married  respondents 
than  did  a survey  of  584  Edmonton  residents  aged  65  years  and  older  (Sawka, 
1978).  The  age  distributions  of  this  sample  was,  however,  similar  to  ours 
(mean  age=74.6).  In  addition,  our  study  and  the  Edmonton  one  included 
respondents  with  a lower  level  of  education  and  with  a lower  annual  income. 
Other  studies  employing  similar  populations  of  older  adults  show  comparable 
profiles.  Among  a sample  of  older  adults  living  in  public  housing,  Weinberger 
et  ai.  (1986)  obtained  a sample  with  similar  ages  (mean  age  of  72  years)  and 
gender  (71%  female). 

3.  Results 

3.1  Health  & Well-Being 

3.1.1  Physical  Health 

.A.S  we  see  in  Table  2,  only  a minority  report  poor  health;  11.1%  rate 
their  health  as  poor  while  18.1%  feel  that  their  health  is  a considerable 
barrier  to  activities.  In  a study  of  a similar  population  Weinburger  et  al.. 


12 


(1986b),  found  twice  as  many  respondents  reported  poor  health  and  that 
health  was  a barrier  to  activities. 

Only  one  subgroup  difference  emerges  for  these  data.  Those  in  the 
youngest  age  group  are  most  likely  to  rate  their  health  as  poor  (21.9%),  while 
those  aged  76  or  older  are  the  least  likely  to  do  so  (5.1%).  Table  2 also 
shows  physician  \Tsits  and  hospital  days  reported  during  the  past  12  months. 
On  average,  respondents  visited  a physician  10.6  times  per  year;  only  4.0%  did 
not  see  a doctor.  The  majority  (76.6%)  spent  no  days  in  the  hospital,  with  the 
sample  averaging  4.2  days  per  year.  We  also  see  that  males  spent  significantly 
more  days  in  the  hospital  than  did  females  (6.3  versus  3.3  days  per  year). 

3.1.2  Subjective  Well-being 

Table  3 shows  items  and  total  scores  for  each  of  the  four  well-being 
dimensions.  Beginning  with  life  satisfaction,  we  find  high  levels  of  positive 
agreement  to  items,  ranging  from  64.2%  to  84.4%.  The  dominant  factor 
showing  differences  in  life  satisfaction  is  age.  Those  in  the  youngest  age 
group  are  least  satisfied:  they  are  least  likely  to  agree  that  they  would  not 
change  their  past  life  even  if  they  could  (40.5%),  that  they  have  got  what  they 
expected  out  of  life  (48.8%),  and  that  they  have  got  more  of  the  breaks 
(58.2%).  The  total  life  satisfaction  score  also  shows  that  those  aged  60  to  65 
years  report  the  lowest  level  of  satisfaction. 

The  three  happiness  items  presented  in  Table  3 show  that  the  majority 
agree  that  they  are  just  as  happy  currently  as  they  were  in  earlier  times 
(64.2%)  and  that  these  are  the  best  years  of  their  lives  (53.7%).  Still,  52.0% 
feel  their  life  could  be  happier.  The  only  significant  group  difference  shows 
that  males  are  more  likely  to  agree  that  their  life  could  be  happier  than  are 
females  (65.8%  versus  45.6%). 

The  four  items  measuring  positive  feelings  (Table  3)  show  significant  age 
differences  for  the  total  score  and  two  individual  items;  those  aged  76  or  older 
are  least  likely  to  feel  excited  often;  those  aged  60  to  65  years  are  least 
likely  to  feel  pleased.  The  total  score  shows  that  those  aged  66  to  70  years 
report  the  lowest  positive  affect.  Negative  feelings  are  reported  by  a minority 
of  respondents  (Table  3).  About  one-third  (32.0%)  felt  that  "things  were  going 
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their  way",  while  less  than  one-tenth  felt  very  lonely  (9.6%),  bored  (8.1%)  or 
depressed  (7.7%).  No  significant  group  differences  emerge. 

3.1.3  Mastery 

Table  4 shows  that  most  report  high  levels  of  self-perceived  control  or 
power  over  their  environment.  For  exampie,  81.9%  agree  that  what  happens  to 
them  is  their  own  doing;  72.0%  agree  that  success  is  hard  work,  not  luck. 
Still,  56.4%  feel  that  they  have  little  influence  over  things.  No  significant 
group  differences  are  apparent. 

3.1.4  Loneliness 

Table  5,  which  presents  measures  of  seif-reported  loneliness,  shows 
that  only  a minority  (9.2%)  report  such  feelings.  Clearly,  the  majority  find 
both  emotional  satisfaction  in  their  interactions  with  others  (64.0%)  and  enough 
close  relationships  (52.8%).  The  only  significant  group  difference  shows  that 
males  are  less  likely  than  females  to  feel  emotionally  satisfied  with  their  social 
relations  (55.4%  versus  67.9%), 

3.1.5  Social  Fulfillment 

Between  one-fifth  to  one-third  express  a lack  of  social  fulfillment  (Table 
6).  Just  over  one-quarter  (27.3%)  agree  that  they  do  not  have  enough  friends 
while  one  fifth  agree  that  they  do  not  have  enough  to  keep  busy  (20.4%),  and 
that  they  are  not  needed  (20.6%).  The  only  significant  group  difference  shows 
that  males  are  significantly  more  likely  than  females  to  report  not  having 
enough  friends  (41.9%  versus  20.8%).  The  total  social  fulfillment  score  also 
reflects  this  relationship  (5.20  for  males  versus  5.58  for  females). 

3.1.6  Negative  Life-Events 

Negative  life-events  occurring  during  the  past  12  months  are  shown  in 
Table  7.  The  most  commonly  reported  events  are  physical  illness  (28.6%), 
death  of  a close  friend  (26.2%)  or  other  family  member  (19.2%).  The  total 
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score  reflects  the  number  of  events  reported.  On  average,  respondents  report 
only  one  negative  event  (1.02).  Significant  group  differences  shown  in  Table  6 
indicate  the  following:  males  are  more  likely  than  females  to  report  the  loss 
of  a spouse  (3.4%  versus  1.3%);  those  aged  66  to  70  years  are  the  most  likely 
to  experience  this  same  loss;  males  are  more  likely  to  have  been  assaulted  or 
robbed  (10.0%  versus  3.5%);  and  those  aged  60  to  70  years  are  more  likely 
than  their  elder  counterparts  to  report  financial  or  property  loss. 

3.1.7  Social  Support 

Although  80.3%  of  our  sample  lives  alone,  high  levels  of  social  support 
are  reported  (Table  8).  Most  report  having  someone  to  confide  in  (86.7%)  or 
to  depend  upon  if  ill  (85.1%).  A smaller  proportion  (63.9%)  report  speaking 
often  to  relatives  on  the  telephone  while  less  than  half  (44.9%)  often  visit  with 
relatives.  The  total  score  shows  that  females  report  significantly  greater 
social  support  than  do  males  (6.82  versus  5.93).  This  relationship  of  greater 
social  support  among  females  holds  for  frequency  of  speaking  with  relatives  on 
the  telephone  (48.1%  for  males  vs.  71.2%  for  females)  and  visiting  with 
relatives  (37.4%  for  males  vs.  48.4%  for  females).  Subgroup  differences  show 
that  females  are  more  likely  to  live  alone  than  males  (84.4%  vs.  71.4%),  and 
that  this  difference  increases  with  age. 

3.1.8  Social  Activity 

As  seen  in  Table  9,  a large  percentage  are  socially  active.  Over  half, 
56.9%,  often  participate  in  recreational  activities  or  hobbies,  and  74%  socialize 
with  friends.  The  only  difference  shows  that  females  are  significantly  more 
likely  than  males  to  socialize  with  friends  (77.2%  versus  67.1%). 

3.1.9  Health  & Well-Being:  Summary 

Before  proceeding  to  describe  the  patterns  and  extent  of  alcohol  and 
other  drug  use,  we  will  first  briefly  summarize  some  important  patterns  which 
emerge  from  these  data. 
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Two  groups,  males  and  those  aged  60  to  65  years,  are  the  most  likely  to 
report  lower  levels  of  well-being.  For  the  11  well-being  measures,  males,  in 
contrast  to  females,  report  the  following: 

• less  happiness 

• greater  negative  life-events 

• lower  social  support 

• lower  social  activity 

• lower  social  fulfillment 

• greater  loneliness. 

Those  aged  60  to  65  years,  in  contrast  to  other  age  groups,  are  the  most 
likely  to  report  the  following: 

• poorer  health 

• less  life  satisfaction 

• less  positive  feelings 

• greater  negative  life-events 

• lower  social  support. 

3.2  Alcohol  Use 
3.2.1  Prevalence 

Table  10  shows  the  prevalence  and  consumption  of  alcohol.  Overall, 
52.2%  report  drinking  during  the  past  12  months,  a behaviour  more  common 
among  males  than  females  (64.0%  vs.  46.8%).  Dally  drinking,  reported  by  10.7% 
of  the  sample,  is  three  times  more  likely  to  occur  among  males  than  females 
(20.2%  versus  6.3%).  The  most  common  type  of  alcohol  consumed  is  wine 
(34.3%)  followed  by  liquor  (32.4%)  and  beer  (27.5%).  Beer,  however,  is  the  type 
of  alcohol  most  likely  consumed  on  a daily  basis  (4.8%)  followed  by  liquor 
(4.0%)  and  wine  (1.4%).  Both  the  annual  and  daily  use  of  beer  is  significantly 
greater  among  males  than  females  (53.8%  versus  15.5%  and  13.6%  versus  0.8%, 
respectively).  No  significant  age  differences  are  apparent. 

To  examine  the  quantity  of  alcohol  consumed  we  use  two  related  measures 
of  alcohol  intake:  total  ounces  of  absolute  alcohol,^  and  the  number  of 
standard  drinks.  We  define  one  standard  drink  being  equivalent  to  12  ounces 
beer,  1.5  ounces  of  liquor,  and  5 ounces  of  wine.  One  standard  drink  is 
approximately  equal  to  .6  oz.  of  absolute  alcohol. 
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As  seen  in  Table  10,  the  average  number  of  standard  drinks  consumed  is 

I. 0  per  week,  with  males  reporting  significantly  greater  consumption  than 
females  (2.53  versus  .31).  No  age  differences  are  significant.  Among  drinkers 
(see  Table  11)  the  average  number  of  standard  drinks  is  1.92  (3.2  oz.).  Again, 
consumption  is  higher  among  males  (3.95)  than  among  females  (.66),  but  did  not 
vary  by  age  group. 

One  suggested  criteria  of  "heavy  social  drinking"  among  older  adults  is 
the  consumption  of  one  or  more  ounces  of  absolute  alcohol  daily  (Barnes, 
1982),  an  amount  roughly  equivalent  to  3 standard  drinks  daily.  In  our  data, 
this  corresponds  to  the  number  of  daily  drinkers  reporting  at  least  7 ounces  of 
absolute  alcohol  per  week.  As  noted  in  Table  10,  about  5%  of  the  total  sample 
(10%  of  drinkers)  report  consumption  at  this  level.  Again,  males  are 
significantly  more  likely  than  females  to  report  this  level  of  consumption 
(12.8%  versus  1.7%  among  the  total  sample  and  20.0%  vs.  3.6%  among  drinkers). 

3.2.2  Problematic  Drinking 

Table  11  shows’  four  items  reflecting  heavier  drinking  and  problematic 
patterns  of  use.  The  most  common  of  the  four  is  drinking  alone  (20.7%) 
followed  by  consuming  five  or  more  drinks  at  a single  sitting  (6.6%),  drinking 
before  noon  (4.5%)  and  having  sought  treatment  for  alcohol  or  drugs  (2.1%). 
In  all  cases  males  are  significantly  more  likely  than  females  to  report 
positively.  In  addition,  those  aged  60  to  65  years  are  the  most  likely  to 
report  having  sought  treatment  (8.5%). 

Indicators  of  problem  drinking  are  displayed  in  Figure  1.  The  four  items 
most  commonly  reported  are  ought  to  cut  down,  reported  by  13.1%  of  the 
sample  (17.2%  of  drinkers),  followed  by  feeling  guilty  (8.9%  of  the  sample  and 

II. 8%  of  drinkers),  drinking  in  the  morning  (6.2%  of  sample  and  8.5%  of 
drinkers)  and  being  criticized  by  others  because  of  drinking  (4.6%  of  sample 
and  6.1%  or  drinkers). 

Strong  gender  and  age  differences  are  evident.  Respondents  showing  the 
most  elevated  degree  of  problematic  drinking  are  males  and  those  aged  60  to 
65  years.  For  all  indicators  males  are  significantly  more  likely  (at  minimum 
five  times  more  likely)  to  report  these  behaviours  than  are  females.  Those 
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aged  60  to  65  years  are  significantly  more  likely  to  report  problems,  with  the 
exception  of  ought  to  cut  down. 

Two  summary  measures,  the  average  of  a count  of  all  positive  responses 
to  the  four  questions  and  the  percentage  reporting  two  or  more  positive 
responses  (Ewing,  1984)  are  used  to  capture  alcohol  problems.  Overall,  8.3% 
of  the  total  sample  responded  positively  to  at  least  two  items.  As  seen  with 
the  individual  items,  strong  gender  and  age  differences  exist.  Males  and  those 
aged  60  to  65  years  are  the  most  likely  to  report  problems  at  this  criteria. 

Among  drinkers  much  the  same  pattern  emerges  (see  Table  12).  The  only 
exception  is  that  females  are  significantly  more  likely  to  report  drinking  wine 
than  are  males  (74.8%  versus  52.4%). 

As  with  well-being  measures  it  is  important  to  place  these  findings  in  the 
context  of  studies  on  other  populations.  Compared  to  other  samples,  our 
respondents  are  less  likely  to  report  current  drinking.  We  found  48%  reported 
not  drinking  during  the  past  12  months  versus  29%  of  Metro  residents  and  31% 
of  an  Edmonton  sample  (Sawka,  1978).  Daily  drinking  was  also  less  likely 
among  our  sample  than  among  Metro  residents  (11%  versus  21%).  The  Canada 
Health  Survey  (Health  & Welfare  Canada,  1981)  found  rates  of  daily  drinking  at 
similar  levels  to  ours.  Among  those  aged  70  years  and  over,  22%  of  males  and 
5%  of  females  reported  daily  drinking  versus  20%  of  males  and  6%  of  females 
in  our  sample.  Heavier  drinking  patterns,  i.e.,  reporting  five  or  more  drinks  at 
a single  sitting,  were  also  less  likely  to  occur  in  our  sample  than  among 
Toronto  adults  generally.  About  7%  of  our  respondents  reported  drinking  five 
or  more  drinks  on  a single  occasion  versus  20%  of  Toronto  residents.  In 
Edmonton,  4%  reported  drinking  four  or  more  drinks  on  one  occasion  once  a 
month  or  more  often  (Sawka,  1978).  Unfortunately  no  direct  comparisons  can 
be  made  for  rates  of  alcohol  problems.  However,  similar  numbers  reported 
having  experienced  one  or  more  dependency  symptoms  (out  of  seven)  in  a 
study  in  Durham,  Ontario,  as  reported  two  or  more  problems  (out  of  four)  in 
our  study  (10.6%  versus  8.4%).  The  relationship  between  gender  and  problems 
was  also  similar  for  both  studies  (19.6%  versus  22.0%  for  males  and  1.6%  versus 
2.1%  for  females).  Many  of  the  above  differences  between  our  sample  and 
others,  especially  the  Toronto  sample,  may  be  due  to  demographic  differences. 
Our  sample  has  a greater  distribution  of  subgroups  which  are  less  likely  to 
drink  - females  and  the  more  elderly. 
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3.2.3  Reasons  for  Drinking 

When  asked  why  they  drank,  the  most  commonly  cited  reasons  reflect 
patterns  of  functional  social  drinking:  to  be  sociable  (51.4%);  to  complement 
meals  (33.3%);  and  liking  the  taste  (25.0%)  (Table  13).  A small  number, 
however,  elicited  reasons  that  would  suggest  coping  motivations:  7.2%  report 
drinking  to  cheer  themselves  up;  6.7%  to  block  out  loneliness  and  5.7%  to 
increase  self-confidence. 

Indeed,  when  we  examined  the  association  between  reasons  for  drinking 
by  whether  the  respondent  reported  two  or  more  problems  (data  not  shown)  we 
found  strong  correlations.  Just  over  one-quarter  of  those  who  typically  drank 
for  social  reasons  reported  two  or  more  problems:  to  be  sociable  (26%), 
followed  by  to  complement  a meal  (27%)  and  because  they  enjoyed  the  taste 
(28%).  In  contrast,  the  majority  of  those  who  report  typically  drinking  for 
nonsocial  reasons  reported  two  or  more  problems:  to  block  out  loneliness 
(100%);  to  cheer  up  (87%);  to  help  sleep  (80%);  to  relax  and  relieve  pain  (78%); 
to  relieve  tension  (77%);  to  pass  time  (76%);  and  to  give  self-confidence  (72%), 
Similar  associations  between  problem  drinking  and  reasons  have  been  noted  by 
others  (Christopherson  et  ai.,  1984). 

In  Table  13,  we  also  see  numerous  gender  and  age  differences.  Two 
points  are  worthy  of  mention.  First,  few  subgroup  differences  occur  for  social 
reasons  for  drinking.  Second,  nonsocial  reasons  are  more  likely  reported  by 
males  and  those  aged  60  to  65  years. 

3.3  Medical  Drug  Use 
3.3.1  Prevalence 

Table  14  shows  the  annual  use  of  analgesics,  heart/blood  medicine, 
sleeping  preparations  and  tranquillizers.  The  most  commonly  used  are 
analgesics  (61.0%)  followed  by  heart  and  blood  pressure  preparations  (49.1%). 
These  were  followed  by  use  of  sleeping  preparations  (22.9%)  and  tranquillizers 
(12.8%).  On  a daily  basis,  however,  heart  and  blood  pressure  medicine  are  the 
most  commonly  used  (45.1%)  followed  by  pain  relievers  (30.2%),  sleeping  pills 
(11.6%),  and  tranquillizers  (9.0%)  (see  Figure  2).  Respondents  are  most  likely 
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to  report  using  more  than  one  substance  to  treat  heart  and  blood  pressure 
(23%),  followed  by  pain  relievers  (15%),  tranquillizers  (3%)  and  sleeping  pills 
(2%). 

The  two  most  commonly  used  pain  relievers  are  ASA  (used  by  32%)  and 
acetaminophen  (34%).  The  majority  used  pain  relievers  on  prescription  (61%), 
and  followed  directions  exactly  (70%).  One-third  (30%)  used  less  than  directed 
and  less  than  1%  used  more. 

Minor  tranquillizers  accounted  for  67%  of  all  tranquillizer  use,  followed 
by  antidepressants  (20%)  and  antipsychotics  (10%).  Most  report  following  the 
prescription  exactly  (63%),  while  35%  use  less  and  2%  use  more. 

Among  those  using  sleeping  preparations  the  most  common  substances 
were  sedative-hypnotics  (triazolam,  32%  and  flurazepam,  11%).  About  15% 
reported  the  use  of  diazepam.  The  majority  (65%)  reported  following  the 
prescription  exactly,  while  32%  took  less  and  3%  took  more  than  was 
prescribed. 

Heart  and  blood  pressure  preparations  showed  the  most  substance 
variation.  In  total  about  40  substances  were  prescribed.  The  two  most 
commonly  used  were  hydrochlorothiazide  and  digoxin,  both  used  by  11%  of 
users.  Respondents  using  any  drug  in  this  category  followed  their  prescription 
closely;  91%  followed  it  exactly,  while  9%  used  less  than  directed. 

Turning  to  differences  in  rates  of  use  by  gender  or  age,  only  three  are 
statistically  significant.  (See  Table  14,  Figure  2).  Females  are  more  likely 
than  males  to  report  daily  use  of  medicine  for  heart  and  blood  pressure  (49.5% 
versus  35.5%,  respectively). Both  annual  and  daily  rate  of  tranquillizer  use 
is  most  likeiy  to  occur  among  those  aged  60  to  65  years.  About  19.7%  of 
those  aged  60-65  years  report  daily  tranquillizer  use  versus  8.6%  of  those  aged 
66-70  years,  3.8%  aged  71-75  years  and  8.0%  of  those  aged  76  and  over. 

We  can  make  only  limited  comparisons  between  our  sample  estimates  and 
those  of  other  populations.  Compared  to  the  Canada  Health  Survey  (CHS), 
respondents  in  our  sample  are  more  likely  to  report  daily  use  of  pain  relievers 
(26%  versus  16%  for  males  and  32%  versus  25%  for  females).  Similarly,  36%  of 
males  and  50%  of  females  in  our  sample  reported  daily  use  of  heart  and  blood 
pressure  medicines  versus  29%  males  and  41%  females  from  the  CHS.  Compared 
to  Toronto  residents,  our  respondents  are  slightly  more  likely  to  report 
tranquillizer  use  (13%  versus  8%)  and  twice  as  likely  to  report  its  use  daily  (9% 
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versus  4%).  Unlike  the  CHS  which  found  strong  gender  differences  (10%  for 
males  versus  20%  for  females),  we  found  roughly  equal  rates  of  use  for 
tranquillizers  (8%  versus  10%  respectively). 

In  addition  to  examining  rates  of  use  for  each  drug,  we  also  examined  the 
total  number  of  the  four  drugs  used  on  a daily  basis.  In  total,  36.0%  reported 
the  use  of  none,  39.4%  used  one  drug,  18.2%  used  two,  5.4%  used  three,  and 
1.0%  used  four  (mean=.96:  SD=.92,  median=l;  mode=l).  The  only  significant 
subgroup  difference  showed  that  females  reported  using  more  drugs  than  males 
(1.03  versus  .81,  respectively;  p=.041). 

3.3.2  Problematic  Drug  Use 

The  five  items  used  to  measure  the  extent  of  drug  problems  were  derived 
from  the  Drug  Abuse  Screening  Test  (Skinner,  1982).  Although  under  1%  had 
ever  received  attention  for  a drug  problem,  almost  16%  feel  "bad"  about  their 
use  of  drugs  (Table  15).  The  only  significant  group  difference  shows  that 
those  aged  76  years  and  over  are  the  least  likely  to  feel  badly  about  their 
drug  use  (10%  versus  22%  of  60-65-year-olds,  18%  of  66-70-year-olds,  and  23% 
of  71 -75-year-oids). 

3.4  Associations  Between  Well-Being  & Alcohol  and  Other  Drug  Use 
3.4.1.  Alcohol  Use 

Table  16  shows  the  relationship  between  alcohol  use  and  measures  of 
well-being.  We  use  correlations  to  measure  the  degree  of  linear  (straight- 
line)  association  between  drug  use  and  well-being.  Correlations  of  1.0  (or  -1.0) 
indicate  a perfect  linear  reiationship  between  two  variables:  correlations  near 
zero  indicate  no  linear  relationship.  Positively-signed  correlations  indicate 
that  high  (or  low)  values  on  one  variable  are  associated  with  high  (or  low) 
values  on  the  other;  negatively-signed  correlations  indicate  the  high  (or  low) 
values  on  one  variable  are  associated  with  low  (or  high)  variables  on  the 
other.  Correlations  measure  strength  of  associations  and  in  our  case  cannot  be 
interpreted  as  a causal  relationship. 

As  seen  in  Table  16,  greater  alcohol  intake  is  associated  with  lower 
social  fulfillment  (r=.20),  greater  mastery  (r=.  16),  greater  negative  life-events 
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(r=.16)  and  greater  negative  affect  (r=.l  1).  Drinking  five  or  more  drinks  at  a 
single  sitting  is  associated  with  lower  social  fulfillment  (r=-.18),  greater 
mastery  (r=.13),  greater  negative  life-events  (r=.13),  lower  life  satisfaction 
(r=-.10),  lower  positive  affect  (r=-.14)  and  greater  negative  affect  (r=.14). 
Alcohol  problems  are  associated  with  lower  social  fulfillment  (r=-.18),  greater 
mastery  (r=.16),  lower  social  support  (r=-.15)  and  greater  negative  life-events 
(r=.09). 

Two  alcohol  consumption  relationships  which  may  be  especially  related  in 
our  sample  are  variation  due  to  respondent  disability  and  ethnic  status. 
Beginning  with  health  disabilities,  some  studies  have  noted  greater  negative 
health  outcomes  (Turner  & Noh,  1988)  and  greater  alcohol  consumption  among 
disabled  persons  (Dean  et  al.,  1985;  Magi,  1976).  We  use  here  four  measures  of 
disability:  whether  the  respondent  (1)  reports  that  health  greatly  impedes  their 
activities,  (2)  uses  a wheelchair;  (3)reports  hearing  problems;  and  (4)  reports 
employment  status  as  disabled.  These  data  (not  tabled)  indicated  the  following. 
First,  daily  use  of  pain  relievers  and  heart  preparations  were  more  common 
among  those  reporting  that  their  health  was  impeded  a great  deal  than  those 
who  did  not  (59%  versus  24%  and  58%  versus  43%,  respectively).  Second,  use 
among  those  confined  to  a wheelchair  was  not  higher  than  others.  Third, 
those  with  hearing  problems  were  more  likely  to  use  pain  relievers  daily  than 
those  with  no  hearing  problems  (38%  versus  27%).  Finally,  those  who  reported 
a disabled  employment  status  were  significantly  more  likely  than  others  to 
report  two  or  more  alcohol  problems  (34%  versus  7%). 

Turning  to  ethnic  differences  in  alcohol  use,  there  has  been  long- 
standing empirical  evidence  of  differences  in  rates  of  use  (Pitman  & Synder, 
1962).  Given  the  ethnic  make-up  of  older  Canadians  (Driedger  & Chappell, 
1987;  Ujimoto,  1987)  and  our  sample  in  particular,  we  would  expect  stronger 
ethnic  differences  assuming  that  oider  Canadians  are  more  likely  to  maintain 
their  past  patterns  of  behaviour. 

For  our  preliminary  examination  we  grouped  ancestry  on  the  male  side 
into  eight  categories  reflecting  geo-political  groups.  These  groupings  are 
restrictive  and  should  not  be  interpreted  as  capturing  the  fuii  meaning  of 
ethnicity.  These  data  showed  that  although  those  with  male  ancestors  from 
United  Kingdom  and  Western  and  Eastern  Europe  were  slightly  more  likely  to 
report  daily  drinking,  high  consumption  and  greater  alcohol  problems  relative 
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to  other  groups,  none  of  these  differences  were  statistically  significant. 
Future  work  will  e.xamine  these  preliminary  findings  in  greater  detail. 

3.4.2.  Medical  Drug  Use 

Table  17  shows  the  correlations  between  frequency  of  drug  use  and  well- 
being. The  factors  most  associated  with  use  are  negative  life-events  and 
negative  affect.  Those  reporting  greater  negative  life-events  also  report  more 
frequent  use  for  each  of  the  four  substances  (correlations  range  in  values 
from  .10  to  .17).  In  addition,  those  reporting  better  overall  health  are  less 
likely  to  use  pain  relievers  (r=-.25),  sleeping  pills  (r=-.l  1)  and  heart  and  blood 
medicine  (r=-.28)  frequently;  those  who  express  greater  life  satisfaction  are 
less  likely  to  use  tranquillizers  (r=-.16)  and  sleeping  pills  (r=-.10)  frequently; 
and  those  who  report  greater  happiness  are  less  likely  to  use  sleeping  pills 
frequently  (r=-.10). 
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4.  Summary  & Discussion 

Before  summarizing  and  discussing  these  findings  we  must  first  note  the 
limitations  of  this  study.  First,  since  we  had  no  means  of  corroborating 
responses  we  cannot  clearly  establish  the  validity  of  many  of  our  measures. 
Responses,  however,  did  show  high  levels  of  reliability  in  the  test-retest 
sample.  The  second  limitation  regards  the  nature  of  the  sample. 
Demographically,  our  sample  differed  from  those  residing  in  the  general 
population  on  several  counts:  they  were  older;  they  were  more  likely  to  be 
female,  not  currently  married,  and  retired;  and  they  were  less  educated  and 
had  a lower  income.  Yet,  it  is  perhaps  these  very  differences  which  make 
these  data  important.  Relative  to  the  wider  population  this  sample  has  more 
fully  experienced  many  of  the  life-course  changes  which  occur  in  later  life. 
Thus,  despite  their  lack  of  representativeness  to  the  general  population,  these 
data  are  analyticaliy  important. 

Turning  to  the  findings,  we  noted  earlier  in  summarizing  the  findings 
about  health  and  well-being  a general  pattern  showing  males  and  those  aged  60 
to  65  years  were  prone  to  lower  levels  of  well-being.  It  is  perhaps  not 
surprising  that  much  the  same  pattern  holds  for  alcohol  use  and  problems  as 
well.  Males  were  significantly  more  likely  than  females  to  report  alcohol  use 
and  problems  of  every  nature.  This  gender  difference,  however,  is  restricted 
to  the  use  of  alcohol  and  reflects  a general  pattern  common  to  adults  of  all 
ages.  Of  the  four  other  substances  we  measured,  none  were  used  by  males 
more  than  females.  Indeed,  with  the  exception  of  greater  daily  heart/blood 
medicine  use  among  females  no  gender  differences  were  evident. 

Regarding  the  effect  of  age,  again  we  find  a greater  likelihood  of  alcohol 
problems  among  the  youngest  group.  Although  alcohol  consumption  does  not 
vary  significantly  by  age,  those  aged  60  to  65  years  report  the  highest  rate  of 
three  of  four  alcohol  problem  indicators  (feeling  guilty,  morning  drinking,  and 
criticized  by  others)  and  a summary  measure  of  alcohol  problems  (reporting 
two  or  more).  In  addition,  this  age  group  reported  the  highest  rate  of  annual 
and  daily  tranquillizer  use  and  of  drug  problems  overall. 

It  may  be  argued  that  lower  well-being  and  greater  alcohol  problems 
among  these  two  groups  are  due  not  so  much  to  real  differences,  but  to 
differences  in  their  reporting.  Conceivably  younger  respondents  are  more  open 
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and  honest  than  older  ones.  Indeed,  there  is  some  evidence  showing  increases 
in  socially-desirable  responding  with  increasing  age  (Bradburn  & Sudman,  1981). 
Although  we  cannot  disprove  this  response-bias  interpretation,  we  believe  that 
it  does  not  fully  account  for  differences  found  in  our  data. 

To  begin  with,  following  Sudman  and  Bradburn's  (1983)  suggestion,  at  the 
end  of  the  interview  we  asked  respondents  how  uneasy  most  people  would  feel 
in  answering  the  questionnaire.  Such  an  item  can  measure  both  the  general 
level  of  threat  posed  by  questions  and  respondent  veracity.  Those  reporting 
that  most  people  would  feel  very  uneasy  should  be  more  likely  to  underreport 
than  others.  The  data  showed  that  only  10%  reported  that  most  would  feel 
very  uneasy;  almost  half  (46%)  reported  most  would  feel  not  at  all  uneasy. 
Moveover,  reported  uneasiness  was  not  significantly  related  to  gender  or  age 
group,  which  should  be  evident  if  response-bias  accounted  for  differences  in 
well-being  and  drug  use.  Another  reason  to  suggest  that  these  findings  are 
not  spurious  is  that  their  generality  extends  beyond  our  data.  Other  studies, 
most  notably  the  American  Quality  of  Life  Surveys,  have  noted  similar 
relationships  (Campell  et  al.,  1976), 

One  theoretical  explanation  of  poorer  well-being  and  greater  alcohol 
problems  and  tranquillizer  use  among  the  youngest  age  group  centers  on  the 
transition  between  the  working  world  and  retirement.  This  particular 
transition  may  be  initially  stressful  on  several  counts.  Individuals  must  adjust 
to  roles  which  are  often  perceived  as  being  more  dependent  and  unproductive 
(Mortimer  & Simmons,  1978).  Such  changes  as  retirement  and  widowhood 
engender  a loss  of  status  which  is  often  involuntary  (Rosow,  1974).  Even  if 
individuals  are  prepared  for  such  role  changes,  they  may  still  be  stressful 
(Pearlin  & Lieberman,  1979). 

Turning  to  the  association  between  alcohol  and  other  drug  use  and  well- 
being a number  of  patterns  emerged.  The  most  prominent  was  the  effect  of 
negative  life-events.  With  the  exception  of  frequency  of  alcohol  use,  negative 
life-events  showed  a positive  relationship  to  alcohol  intake,  drinking  five  or 
more  drinks  at  a single  sitting,  alcohol  problems  and  the  use  of  analgesics, 
tranquillizers,  sleeping  pills  and  heart  blood  medicine. 

Following  life-events,  ratings  of  overall  health  showed  a positive 
relationship  to  frequency  of  alcohol  use  and  a negative  one  to  the  use  of 
analgesics,  sleeping  pills  and  heart/blood  medicine. 
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The  associations  of  the  remaining  well-being  variables  were  differentially 
related  to  type  of  drug  use.  Social  fulfillment,  powerlessness  and  social 
support  were  significantly  related  to  use  of  alcohol  and  to  problems,  but  not 
to  the  use  of  other  drugs.  Greater  alcohol  intake  was  associated  with 

• lower  social  fulfillment 

• greater  mastery 

• greater  negative  life-events 

• greater  negative  feelings. 

Greater  alcohol  problems  were  associated  with 

• lower  social  fulfillment 

• greater  mastery 

• lower  social  support 

• greater  negative  life-events. 

On  the  other  hand,  measures  of  subjective  well-being  were  more  related  to 
other  drug  use.  Greater  medical  drug  use  was  associated  with 

t less  life  satisfaction  for  use  of  tranquillizers  and  sleeping  pills 

• less  happiness  for  use  of  sleeping  pill  and  heart/blood  medicine,  and 

• greater  negative  feelings  for  use  of  pain  relievers,  tranquillizers, 

sleeping  pills  and  heart/blood  medicine. 

These  preliminary  findings  raise  a number  of  issues.  First,  with  the 
exception  of  two  subgroups,  males  and  those  aged  60  to  65  years,  respondents 
reported  functional  levels  of  well-being.  This  finding  is  consistent  with 
studies  that  suggest  age-segregated  environments  promote  a greater  sense  of 
well-being  and  satisfaction  (Teaff  et  al.,  1978;  Longino  et  al.,  1980).  There  is 
also  evidence  to  suggest  that  many  living  in  multigenerational  households  are 
older  and  more  functionally  impaired  than  those  living  in  other  household  types 
(Beland,  1984).  Still,  it  is  unclear  whether  healthier  individuals  are  drawn  to 
elderly  residential  environments  or  whether  it  is  the  environment  which 
promotes  well-being. 

A second  issue  centers  on  alcohol  use  and  problems  among  this 
population,  particularly  in  contrast  to  their  counterparts  living  in  the  general 
(noninstitutionalized)  population  and  as  well  in  contrast  to  younger  adults. 
Although  respondents  in  our  sample  were  less  likely  to  report  drinking,  rates 
of  alcohol  problems  do  not  appear  to  differ  dramatically  from  those  living  in  a 
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single  household  environment.  Clearly,  among  older  adults  it  is  the  youngest 
group,  and  especially  males,  that  are  at  risk  for  alcohol  and  other  health- 
related  problems.  Still,  and  as  other  studies  have  suggested  (Holzer  et  aL, 
1984),  similar  correlates  of  use,  such  as  gender,  play  an  important  role 
regardless  of  one's  age. 

The  purpose  of  this  report  was  to  present  preliminary  descriptive 
information.  Many  questions  still  remain.  Most  notably,  because  of  the 
treatment  and  prevention  implications,  we  must  further  examine  whether  less 
well-being  and  greater  alcohol  use  among  males  and  among  the  youngest  adults 
still  hold  after  controlling  for  other  demographic  and  psychological  factors. 
We  must  also  direct  future  work  towards  examining  more  closely  the  role  of 
ethnicity  and  environmental  or  community  differences  in  health  and  drug  use, 
and  the  impact  of  role  transition  from  work  to  retirement.  For  these  reasons 
our  findings  are  preliminary  until  their  stability  can  be  demonstrated. 

The  most  obvious  social  policy  implication  centers  on  the  growing 
numbers  of  older  adults  in  the  population.  More  attention  must  be  directed  to 
this  impact  on  current  and  future  public  health  needs.  It  is  still  unclear 
whether  declines  in  drinking  across  the  life-course  are  enduring  and  not 
restricted  to  cohort  effects  (Fillmore,  1988);  that  is,  we  cannot  assume  that 
drinking  among  currently  middle-aged  adults  will  necessarily  decline  with  age 
as  it  has  in  the  past.  However,  even  if  these  maturationai  declines  are  found 
to  be  independent  of  cohort  and  historical  influences,  due  to  the  increasing 
size  of  the  population  base,  there  will  likely  be  increases  in  the  absolute 
numbers  requiring  treatment  or  other  interventions. 
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Table  1 


Sample  Characteristics  and  Comparison 
(in  percentages) 


Characteristic 

Study 

Sample 

(N=349) 

Metro 

Toronto 

Comparison 

(N=109) 

Age  Category 

60-65 

16.7 

37.6 

66-70 

16.4 

30.0 

71-75 

22.7 

20.3 

76+ 

44.2 

12.1 

(mean) 

(74.1) 

(68.0) 

Gender 

Male 

31.4 

46.7 

Female 

68.6 

53.3 

Marital  Status 

Single 

13.1 

1.8 

Married 

21.0 

68.8 

Widowed 

51.6 

28.4 

Divorced 

7.2 

- 

Separated 

7.1 

- 

Religion 

Protestant 

53.5 

66.1 

Roman  Catholic 

24.6 

16.7 

Jewish 

0.5 

9.0 

Other 

13.7 

3.6 

None 

7.7 

4.6 

Formal  Education 

Elementary 

45.2 

18.0 

Secondary 

40.7 

55.8 

Post-Secondary 

14.0 

26.2 

Employment  Status 

Full  Time 

2.3 

22.8 

Part  Time 

1.4 

8.5 

Not  employed 

96.3 

68.7 

Household  Income 

<10,000 

75.3 

12.6 

10,000-14,999 

18.6 

6.8 

15,000-19,999 

3.7 

9.5 

20,000-29,999 

1.7 

25.5 

30,000+ 

0.8 

45.5 

Table  2 


Physical  Health 


Variable 

(in  percentages) 

Total 

(N=349) 

Gender 

Male  Female 
(N=109)  (N-239) 

60-65 

(N=58) 

66-70 

(N=57) 

Age 

71-75 

(N=79) 

76+ 

(N=153) 

Poor  overall  health 

11.1 

(±3.3) 

9.0 

12.1 

21.9 

8.7 

16.9 

5.1 

Health  impeded  a 
great  deal 

18.1 

(±4.0) 

16.1 

19.0 

31.5 

8.4 

18.6 

16.9 

Seen  doctor  for  heart 
trouble 

32.5 

(±4.9) 

27.5 

34.8 

24.0 

31.4 

30.6 

37.8 

Seen  doctor  for 
circulation  problems 

29.0 

(±4.7) 

30.4 

28.4 

31.0 

27.3 

31.9 

27.9 

Times  seen  physician 
average  number  days 

10.6 

10.3 

10.8 

12.4 

11.5 

10.7 

9.7 

Days  in  hospital 
average  number  days 

4.2 

6.3 

3.3 

5.0 

3.7 

4.7 

4.0 

TOTAL  HEALTH  SCORE 

5.62 

5.61 

5.62 

5.19 

6.05 

5.34 

5.74 

No  days  at  physician 

4.0 

2.5 

4.7 

5.2 

7.0 

2.6 

3.3 

No  days  in  hospital 

76.6 

68.7 

80.2 

73.1 

79.9 

76.5 

76.3 

Uses  wheelchair 

2.2 

(±4.3) 

0.8 

2.8 

3.8 

0.0 

1.4 

2.9 

Note:  Underlined  values  represent  statistically  significant  gender  or  age  differences  at  p<.05 


Table  3 


Subjective  Well-Being 


Variable 

Total 

(N=349) 

Gender 

Male  Female 
(N=109)  (N=239) 

60-65 

(N=58) 

66-70 

(N=57) 

Age 

71-75 

(N=79) 

76+ 

(N=153) 

LIFE  SATISFACTION  (percent  agreeing) 

I am  fairly  well-satisfied 

84.4 

(±3.8) 

85.3 

84.0 

69.7 

84.8 

85.4 

89.0 

Wouldn't  change  past  life 

64.2 

(±5.0) 

61.4 

65.5 

40.5 

61.2 

70.8 

70.8 

Have  got  what  I expected 

70.5 

(±4.7) 

74.2 

68.8 

48.8 

68.7 

79.1 

75.8 

Have  got  more  of  the 
breaks 

68.6 

(±4.8) 

72.7 

66.7 

58.2 

67.4 

67.4 

73.2 

TOTAL  LIFE  SATISFACTION 
SCORE 

1.54 

1.43 

1.60 

2.44 

1.76 

1.35 

1.22 

HAPPINESS  (percent  agreeing) 

Am  just  as  happy  as 
when  I was  younger 

64.2 

(±5.0) 

65.8 

63.4 

51.7 

78.6 

68.9 

61.9 

My  life  could  be 
happier 

52.0 

(±5.2) 

65.8 

45.6 

60.7 

61.2 

46.8 

48.1 

These  are  the  best 
years  of  my  life 

53.7 

(±5.2) 

56.8 

52.3 

39.1 

61.0 

52.0 

58.1 

TOTAL  HAPPINESS  SCORE 

1.71 

1.77 

1.68 

2.09 

1.78 

1.41 

1.59 

Table  3 continued 


Variable 

(in  percentages) 

Total 

(N=349) 

Gender 

Male  Female 
(N=109)  (N=239) 

60-65 

(N=58) 

66-70 

(N=57) 

Age 

71-75 

(N=79) 

76+ 

(N=153) 

POSITIVE  AFFECT 
(percent  responding  often) 

I feel  excited 

14.0 

(±3.6) 

11.8 

15.1 

14.4 

23.9 

19.0 

7.8 

I feel  pleased 

50.6 

(±5.2) 

39.8 

55.5 

32.2 

64.2 

45.7 

55.0 

I feel  restless 

16.8 

(±3.9) 

13.8 

18.1 

19.8 

16.2 

17.3 

15.7 

I feel  on  top  of  the 
world 

14.9 

(±3.7) 

14.5 

15.1 

13.5 

18.4 

12.6 

15.7 

TOTAL  POSITIVE  AFFECT 

4.27 

4.51 

4.17 

4.75 

3.49 

4.36 

4.33 

NEGATIVE  AFFECT 
(percent  repsonding  often) 

I feel  very  lonely 

9.6 

(±3.1) 

11.5 

8.7 

9.1 

12.9 

9.1 

8.9 

Feel  things  are  going 
my  way 

32.0 

(±4.8) 

31.7 

32.1 

25.0 

34.2 

22.6 

38.5 

I feel  bored 

8.1 

(±2.8) 

8.3 

8.0 

12.4 

9.2 

9.7 

5.3 

I feel  depressed 

7.7 

(±2.8) 

7.2 

7.9 

11.9 

6.6 

7.5 

6.6 

TOTAL  NEGATIVE  AFFECT 

1.95 

1.96 

1.95 

2.34 

2.01 

1.97 

1.78 

Note:  Underlined  values  represent  statistically  significant  gender  or  age  differences  at  p<.05 


Table  4 


Mastery 


Variable 

(percentage  agreeing) 

Total 

(N=349) 

Gender 

Male  Female 
(N=109)  (N=239) 

60-65 

(N=58) 

66-70 

(N=57) 

Age 

71-75 

(N=79) 

76+ 

(N=153) 

Success  is  hard  work  - 
not  luck 

72.0 

(±4.7) 

71.6 

72.2 

74.8 

68.3 

71.9 

73.0 

What  happens  is  my 
doing 

81.9 

(±4.0) 

82.3 

81.7 

77.4 

80.1 

85.9 

82.7 

Lives  controlled  by 
accident 

65.6 

(±4.9) 

62.3 

67.0 

67.6 

66.4 

63.3 

65.9 

Little  influence  over 
things 

56.4 

(±5.2) 

58.8 

55.3 

56.6 

56.5 

56.7 

57.0 

TOTAL  SCORE 

5.63 

5.85 

5.53 

5.52 

5.72 

5.68 

5.61 
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Table  5 


Loneliness 


Variable 

(percentage  responding 
often) 

Total 

(N=349) 

Gender 

Male  Female 
(N=109)  (N=239) 

60-65 

(N=58) 

Age 

66-70  71-75 

(N=57)  (N=79) 

76+ 

(N=153) 

I feel  lonely  often 

9.2 

(±3.0) 

8.6 

9.4 

5.7 

11.4 

11.7 

8.5 

Enough  close  relationships 

52.8 

(±5.2) 

46.1 

55.8 

51.0 

63.5 

46.5 

52.3 

Emotionally  satisfied  in 
relation 

64.0 

(±5.0) 

55.4 

67.9 

64.7 

64.8 

61.8 

65.6 

TOTAL  SCORE 

4.42 

4.26 

4.50 

4.45 

4.59 

4.24 

4.46 

Note:  Underlined  values  represent  statistically  significant  gender  or  age  differences  at  p<.05 


Table  6 


Social  Fulfillment 


Variable 

(percentage  agreeing) 

Total 

(N=349) 

Gender 

Male  Female 
(N=109)  (N=239) 

60-65 

(N=58) 

66-70 

(N=57) 

Age 

71-75 

(N=79) 

76  + 

(N=153) 

Not  enough  friends 

27.3 

(±4.6) 

41.9 

20.8 

25.3 

20.7 

32.8 

27.9 

Not  enough  to  keep  busy 

20.4 

(±4.2) 

25.3 

18.1 

21.5 

15.7 

23.1 

20.5 

Do  not  feel  needed 

20.6 

(±4.2) 

23.8 

19.2 

27.2 

22.0 

16.0 

20.5 

TOTAL  SCORE 

5.47 

5.20 

5.58 

5.40 

5.61 

5.37 

5.48 

Note:  Underlined  values  represent  statistically  significant  gender  or  age  differences  at  p<.05 


Table  7 


Negative  Life-Events 


Variable 

(percentage  experiencing 
event) 

Total 

(N=349) 

Gender 

Male  Female 
(N=109)  (N=239) 

60-65 

(N=58) 

66-7 

(N= 

Age 

0 71-75 

=57)  (N=79) 

76+ 

(N=153) 

Physical  illness 

28.6 

(±4.7) 

23.4 

30.9 

39.0 

21.4 

30.7 

25.4 

Close  friend  died 

26.2 

(±4.6) 

24.7 

26.9 

19.4 

17.3 

27.1 

31.3 

Other  family  member  died 

19.2 

(±4.1) 

14.6 

21.3 

23.2 

23.3 

23.2 

14.5 

Injury 

9.9 

(±3.1) 

9.6 

10.0 

10.2 

5.1 

10.3 

11.5 

Financial  or  property 
loss 

6.5 

(±2.6) 

8.4 

5.6 

10.3 

14.1 

4.0 

3.7 

Assaulted  or  robbed 

5.5 

(±2.4) 

10.0 

3.5 

5.4 

4.3 

3.1 

7.3 

Moved  to  worse  home 

or  area 

3.6 

(±1.9) 

5.9 

2.5 

9.5 

1.6 

3.9 

2.0 

Spouse  died 

1.9 

(±1.4) 

3.4 

1.3 

2.0 

4.3 

0.0 

2.1 

Lost  drivers  licence 

1.4 

(±1.2) 

1.8 

1.2 

0.0 

0.0 

4.9 

0.6 

TOTAL  SCORE 

1.02 

1.00 

1.02 

1.16 

.90 

1.07 

.97 

Note;  Underlined  values  represent  statistically  significant  gender  or  age  differences  at  p<.05 


Table  8 


Social  Support 


Variable 

(in  percentages) 

Total 

(N=349) 

Gender 

Male  Female 
(N=109)  (N=239) 

60-65 

(N=58) 

66-70 

(N=57) 

Age 

71-75 

(N=79) 

76  + 

(N=153) 

Have  someone  to 
confide  in 

86.7 

(±3.5) 

83.6 

88.1 

90.9 

90.2 

83.5 

85.3 

Have  someone  to  depend 
upon  if  ill 

86.1 

(±3.7) 

80.9 

87.0 

87.7 

86.3 

80.8 

85.6 

Often  speak 
with  relatives 

63.9 

(±5.0) 

48.1 

71.2 

63.6 

76.2 

66.0 

57.9 

Often  visit 
with  relatives 

44.9 

(±5.2) 

37.4 

48.4 

39.3 

57.5 

47.3 

41.0 

Lives  alone 

80.3 

(±4.1) 

71.4 

84.4 

68.2 

75.7 

74.8 

89.1 

TOTAL  SCORE 

6.55 

5.93 

6.82 

6.64 

6.99 

6.70 

6.25 

Note:  Underlined  values  represent  statistically  significant  gender  or  age  differences  at  p<.05 


Table  9 


Social  Activity 


Variable 

(percentage  participating 
in  social  activities 

often) 

Total 

(N=349) 

Gender 

Male  Female 
(N-109)  (N»239) 

60-65 

(N=68) 

66-70 

(N=57) 

Age 

71-75 

(N=79) 

76  + 

(N=153) 

Recreational  activities/ 

hobbies 

43.1 

(±6.1) 

44.0 

42.7 

45.1 

34.9 

46.9 

42.6 

Clubs/community 

organizations 

53.4 

(±5.2) 

52.6 

53.7 

52.3 

45.8 

43.4 

61.1 

Socializing 
with  friends 

26.0 

(±4.6) 

32.9 

22.8 

22.5 

21.7 

24.4 

30.0 

Doing  volunteer 
work 

78.7 

(±4.3) 

77.1 

79.4 

80.0 

72.5 

81.2 

78.9 

TOTAL  SCORE 

3.08 

2.95 

3.14 

3.16 

3.36 

3.15 

2.94 

Note:  Underlined  values  represent  statistically  significant  gender  or  age  differences  at  p<.06 


Table  10 


Prevalence  & Consumption  of  Alcohol  Among  Total  Sample 


Variable 

(percentage) 

Total 

(N=349) 

Gender 

Male  Female 
(N=109)  (N=239) 

60-65 

(N=58) 

66-70 

(N=57) 

Age 

71-75 

(N=79) 

76+ 

(N=153) 

Alcohol  in  past  year 

52.2 

(±5.2) 

64.0 

46.8 

54.0 

50.6 

51.3 

53.0 

Daily  drinking 

10.7 

(±3.2) 

20.2 

6.3 

15.6 

3.6 

12.2 

10.8 

Beer  in  past  year 

27.5 

(±4.6) 

53.8 

15.5 

31.1 

34.2 

29.2 

23.4 

Daily  drinking  beer 

4.8 

(±2.2) 

13.6 

A 

8.2 

1.7 

6.5 

4.0 

Liquor  in  past  year 

32.4 

(±4.9) 

38.6 

29.6 

31.3 

36.6 

33.5 

30.6 

Daily  drinking  liquor 

4.0 

(±2.0) 

6.7 

2.8 

3.2 

1.9 

5.8 

4.3 

Wine  in  past  year 

34.3 

(±4.9) 

33.5 

34.7 

37.9 

28.5 

34.4 

35.1 

Daily  drinking  wine 

1.4 

(±1.2) 

.9 

1.6 

3.3 

0.0 

0.0 

1.9 

Average  oz.  per  week 

1.67 

4.21 

.51 

3.26 

.63 

2.32 

1.16 

Standard  Drink 

1.00 

2.53 

.31 

1.95 

.38 

1.39 

.70 

% consuming  1 oz./day 

5.2 

12.8 

1.7 

6.9 

3.5 

7.6 

3.9 

Note:  Underlined  values  represent  statistically  significant  gender  or  age  differences  at  p<.05 


Table  11 


Problematic  Drinking  and  Consequences 


Variable 

(in  percentages) 

Total 

(N=349) 

Gender 

Male  Female 
(N=109)  (N=239) 

60-65 

(N=58) 

66-70 

(N=57) 

Age 

71-75 

(N=79) 

76  + 

(N=153) 

Five  or  more  drinks 
on  one  occasion 

6.6 

(±2.6) 

18.3 

1.2 

12.7 

0.0 

5.4 

7.5 

Do  you  ever  drink 
alone 

20.7 

(±4.2) 

37.1 

13.2 

25.6 

20.8 

24.5 

17.3 

Drink  before  noon 

4.5 

(±2.2) 

11.7 

1.1 

5.3 

1.7 

7.8 

3.5 

Ever  had  treatment  for 
alcohol/drugs 

2.1 

(±1.5) 

5.9 

A 

8.5 

0.0 

3.3 

0.0 

Note:  Underlined  values  represent  statistically  significant  gender  or  age  differences  at  p<.05 


Table  12 


Prevalence  of  Alcohol  Use  Among  Drinkers 


Variable 

Total 

(N=182) 

Gender 

Male  Female 
(N=70)  (N=112) 

60-65 

(N=31) 

66-70 

(N=29) 

Age 

71-75 

(N=40) 

76  + 
(N=81) 

Daily  drinking  (all  ale.) 

20.4 

(±5.8) 

31.6 

13.4 

28.8 

7.1 

23.9 

20.4 

Beer  in  past  year 

52.7 

(±7.2) 

84.0 

33.2 

57.6 

67.5 

57.0 

44.3 

Daily  beer  drinking 

9.3 

(±4.2) 

21.2 

1.8 

15.1 

3.4 

12.7 

7.5 

Liquor  in  past  year 

62.6 

(±7.0) 

60.3 

64.0 

58.0 

72.4 

65.4 

58.9 

Daily  liquor  drinking 

7.8 

(±3.9) 

10.5 

6.0 

6.0 

3.7 

11.3 

8.2 

Wine  in  past  year 

66,1 

(±6.8) 

52.4 

74.8 

70.2 

56.2 

67.1 

67.1 

Daily  wine  drinking 

2.6 

(±2.4) 

1.4 

3.4 

6.1 

0.0 

0.0 

3.6 

Five  or  more  on  one 
occasion 

12.2 

(±4.7) 

28.6 

1.7 

24.4 

0.0 

10.6 

13.0 

Do  you  ever  drink  alone 

38.1 

(±6.9) 

55.9 

26.8 

47.5 

41.0 

47.8 

29.0 

Drink  before  noon 

8.8 

(±4.0) 

19.0 

2.5 

10.1 

3.6 

15.3 

6.8 

Ever  had  treatment  for 
alcohol/drugs 

2.5 

(±2.2) 

6.5 

0.0 

6.2 

0.0 

6.4 

0.0 

oz./week 

3.21 

6.58 

1.10 

6.04 

1.25 

4.53 

2.20 

Standard  drinks/week 

1.92 

3.95 

.66 

3.62 

.75 

2.72 

1.32 

% consuming  loz/per  day 

9.9 

20.0 

3.6 

12.9 

6.9 

14.6 

7.4 

Note:  Underlined  values  represent  statistically  significant  gender  or  age  differences  at  p<.05 


Table  13 


Reported  Reasons  for  Drinking 


Variable 

(in  percentages) 

Total 

(N=182) 

Gender 

Male  Female 
(N=70)  (N=112) 

60-65 

(N™31) 

66-70 

(N=29) 

Age 

71-75 

(N=40) 

76  + 
(N=81) 

Drink  to  be  sociable 

51.4 

(±7.2) 

56.7 

48.3 

56.6 

53.2 

60.4 

45.5 

Drink  to  complement  meals 

33.3 

(±6.8) 

30.9 

34.8 

37.4 

33.3 

35.0 

30.2 

Drink  because  like  the 
taste 

25.0 

(±6.3) 

36.2 

18.4 

37.7 

23.0 

29.9 

18.4 

Drink  to  relax 

19.4 

(±5.7) 

29.1 

13.7 

38.4 

8.9 

17.0 

16.1 

Drink  to  pass  the  time 

15.8 

(±5.3) 

30.2 

7.2 

30.9 

8.1 

18.6 

10.8 

Drink  to  relieve  tension 

12.0 

(±4.7) 

21.8 

6.1 

31.2 

9.9 

7.0 

7.5 

Drink  to  sleep 

8.8 

(±4.0) 

12.5 

6.5 

12.9 

9.4 

8.4 

7.2 

Drink  to  cheer  up 

7.2 

(±4.0) 

13.8 

3.4 

24.0 

3.5 

4.9 

2.7 

Drink  for  self-confidence 

5.7 

(±3.3) 

13.1 

1.4 

13.9 

3.5 

3.5 

4.1 

Drink  to  block  out 
lonliness 

6.7 

(±3.6) 

11.5 

3.9 

9.5 

2.9 

9.9 

5.3 

Drink  to  relieve  pain 

4.4 

(±2.9) 

3.9 

4.7 

11.7 

3.3 

5.0 

1.6 

Note:  Underlined  values  represent  statistically  significant  gender  or  age  differences  at  p<.05 


Tabie  14 


Percentage 

Reporting 

Drug  Use  During 

the  Past 

12  Months 

Variable 

Total 

(N=349) 

Gender 

Male  Female 
(N=109)  (N=239) 

60-65 

(N~58) 

66-70 

(N=57) 

Age 

71-75 

(N=79) 

76+ 

(N=153) 

Pain  relievers 

61.0 

(±5.1) 

53.1 

64.5 

61.9 

49.4 

58.9 

66.8 

Tranquillizers 

12.8 

(+3.5) 

13.1 

12.6 

27.0 

8.8 

7.4 

11.8 

Sleeping  preparations 

22.9 

(±4.4) 

22.5 

23.1 

31.0 

16.9 

26.5 

20.4 

Medicine  for 
heart/blood  pressure 

49.1 

(±5.2) 

41.5 

52.6 

41.1 

51.1 

43.0 

54.8 

Note:  Underlined  values  represent  statistically  significant  gender  or  age  differences  at  p<.05 


Table  15 


Drug  Problems 


Variable 

(in  percentages) 

Total 

(N=349) 

Gender 

Male  Female 
(N=109)  (N=239) 

60-65 

(N=58) 

66-70 

(N=57) 

Age 

71-75 

(N=79) 

76+ 

(N=153) 

Used  drugs  other  than 
for  medical  reason 

2.4 

(±1.6) 

3.0 

2.1 

4.9 

0.0 

2.8 

2.1 

Not  able  to 
stop  using  drugs 

20.9 

(±4.2) 

16.1 

23.0 

28.5 

19.0 

23.3 

17.3 

Have  felt  bad 
about  drug  use 

15.9 

(±3.8) 

14.9 

16.4 

21.7 

17.7  . 

22.9 

9.6 

Have  gone  for  help  with 
a drug  problem 

0.6 

(±8.0) 

1.9 

0.0 

1.7 

0.0 

1.4 

0.0 

Have  been  in  hospital  for 
problem  with  drug  use 

0.8 

(±9.3) 

1.8 

0.4 

3.4 

0.0 

0.0 

0.6 

TOTAL  SCORE 

.36 

.33 

.38 

.56 

.34 

.46 

.25 

Note:  Underlined  values  represent  statistically  significant  gender  or  age  differences  at  p<.05 


Table  16 


Correlations  Among  Well-Being  Scores  and 
Alcohol  Consumption  & Problems 


Total  Score 

Frequency 
of  Use 

Ounces/ 

week 

Frequency 

5+ 

Alcohol 

Problem 

Score 

Health 

.13‘ 

-.08 

.07 

-.05 

Social  Activity 

•M* 

.07 

-.03 

.02 

Social  Fulfillment 

-.07 

"•20‘ 

-•il' 

“•18* 

Loneliness 

-.01 

-.06 

.07 

-.06 

Mastery 

-.07 

•il* 

•16* 

Social  Support 

.01 

-.03 

.07 

-•H* 

Negative  Life-Events 

-.02 

•16' 

•H’ 

•M* 

Subjective  Well-Being 

Congruence 

.03 

-.01 

“•iO' 

.05 

Happiness 

-.03 

.03 

-.04 

-.01 

Positive  Affect 

-.01 

.06 

“•H* 

.03 

Negative  Affect 

-.01 

•ii' 

•14* 

-.05 

‘Indicates  statistically  significant  correlation  at  p<.05 

Note:  positively-signed  correlations  indicate  that  the  two  variables  increase 
(or  decrease)  together;  negatively-signed  ones  indicate  that  the  two 
variables  move  in  opposite  directions. 


Table  17 


Correlations  Among  Well-Being  Scores  and  Annual  Frequency 

of  Drug  Use 


Total  Score 

Pain 

Relievers 

Tranquil- 

lizers 

Sleeping 

Pills 

Heart/ 

Blood 

Medicine 

Health 

-.08 

•ii* 

-•M' 

Social  Activity 

.03 

-.05 

-.04 

-.01 

Social  Fulfillment 

.09 

.01 

-.07 

-.02 

Loneliness 

-.02 

-.07 

-.08 

.03 

Mastery 

-.07 

-.05 

.06 

-.09 

Social  Support 

-.06 

.02 

.00 

.03 

Negative  Life-Events 

•iZ‘ 

•i0‘ 

•10' 

•12‘ 

Subjective  Well-Being 

Congruence 

-.02 

-•i6' 

■•10' 

.04 

Happiness 

.02 

-.05 

-•i0‘ 

-.07 

Positive  Affect 

-.02 

-.07 

-.08 

.00 

Negative  Affect 

•i0‘ 

•ii' 

•H' 

‘Indicates  significant 

correlation  at 

p<.05 

Note:  positively-signed  correlations  indicate  that  the  two  variables  increase 
(or  decrease)  together;  negatively-signed  ones  indicate  that  the  two 
variables  move  in  opposite  directions. 
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Figure  1 

Alcohol  Problems  Among  Total  Sample 
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Figure  2 

Percentage  Reporting  Daily  Drug  Use 
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Appendix  B 


Variable  Measurement 


Physical  Health 


Social  Activity 


Social  Fulfilment 


6 items:  higher  score  represents  greater  health 

1/How  would  you  rate  your  overall  health 
2/Degree  to  which  health  impedes  acts 
3/Times  seen  MD  past  12  months 
4/Days  in  hospital  past  12  months 
5/Seen  MD  for  heart  trouble 
6/Seen  MD  for  circulation  problems 

Alpha  reliability=.64 
Mean=5.62 
SD=2.03 
Range=0-10 


4 items:  higher  score  represents  greater  activity 

1/Participates  recreational  activities 
2/Participates  clubs,  community  organizations 
3/Socializes  with  friends 
4/Volunteer  work 

Alpha  reliability=.62 
Mean=3.08 
SD=2.20 
Range=0-8 


3 items:  higher  score  represents  less  fulfillment 

1/Has  enough  friends 
2/Keeps  busy 
3/Feels  needed 

Alpha  reliability=.59 
Mean=5.47 
SD=1.21 
Range=l-9 


Social  Support 


4 items:  higher  score  represents  greater  support 


Loneliness 


Mastery 


Negative  Life 


1/Someone  to  confide  in 
2/Someone  to  depend  on  if  ill 
3/How  often  speaks  with  reiatives 
4/How  often  sees  relatives 

Alpha  reliability=.67 
Mean=6.55 
SD-1.94 
Range=0“9 


4 items:  higher  score  represents  less  loneliness 

1 /Feels  lonely 
2/Enough  close  friends 
3/Emotionally  satisfied 

Alpha  reliability=52 
Mean=4.42 
SD-1.49 
Range=0-6 

4 items:  higher  score  represents  greater  mastery 

1 /Success  by  hard  work 
2/Happenings  own  doing 
3/Lives  controlled  by  fate 
4/Little  influence 

Alpha=.31 
Mean=5.63 
SD=1.54 
Range=0-1 1 


Events  9 items:  higher  score  represents  greater  stress 

1/Spouse  died 
2/Family  member  died 
3/Moved  to  poor  residence 
4/Been  assaulted/robbed 
5/Lost  drivers  licence 
6/Sufferd  financial  loss 
7/Close  friend  died 
8/Physical  illness 
9/Injury 

Alpha  reliability=.27 
Mean=1.02 
SD=1.05 
Range=0-5 


Subjective  Well-being 
Congruence 


Happiness 


Positive  Affect 


Negative  Affect 


4 items:  higher  score  represents  less  congruence 

1 /Satisfied  with  life 
2/Not  change  past  life 
3/Got  what  expected  in  life 
4/Got  breaks  in  life 

Alpha  reliability=.25 
Mean=1.54 
SD=2.20 
Range=0-14 


4 items:  higher  score  represents  less  happiness 

1/Happy  as  when  younger 
2/Life  could  be  happier 
3/Best  years  of  life 

Alpha  reliability=.30 
Mean=1.71 
SD=1.97 
Range=0-15 

4 items:  higher  score  represents  less  positve  affect 

1/Feel  excited 
2/Feel  pleased 
3/Feel  on  top  of  world 
4/Feel  things  go  my  way 

Alpha  reliability=.52 
Mean=4.27 
SD=2.06 
Range=0-8 


4 items:  higher  score  represents  greater  negative 

1/Feel  restless 
2/Feel  lonley 
3/Feel  bored 
4/Feel  depressed 

Alpha  reliability=.66 
Mean=1.95 
SD=2.06 
Range=0-8 


Alcohol  Problems 
(CAGE) 


Drug  Problems 


4 items:  higher  score  represents  greater  problems 

1/Should  cut  down 
2/Others  annoyed 
3/Felt  guilty 
4/Morning  drink 

Alpha  reliability=.70 

Mean=.33 

SD=.73 

Range=0-4 


4 items:  higher  score  represents  greater  problems 

1/Nonmedical  drug  use 
2/Able  to  stop 
3/Feel  bad  about  use 
4/Sought  help 
5/Been  in  hospital 

Alpha  reliability=.41 

Mean=.36 

SD=.62 

Range=0-5 
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Appendix  D 


Test~Retest  Reliability 


Test-Retest  Reliability 
(n-43) 


Variable 

% Consistent 

Reliability 

Coefficient 

Demographics 

Year  of  birth 

99 

.99 

Country  of  birth* 

100 

1.00 

Year  arrived 

91 

.99 

Physical  Health 

Overall  health 

49 

.77 

Degree  of  health  impedes 

62 

.79 

Times  seen  physican 

39 

.93 

Days  in  hospital 

63 

.92 

Seen  MD  for  heart* 

85 

.71 

Seen  MD  for  circulation* 

80 

.55 

Social  Activities 

Recreation 

56 

.66 

Clubs,  organizations 

66 

.71 

Friends 

24 

.68 

Volunteer  work 

31 

.76 

Alcohol 

Ever  drank* 

90 

.66 

Frequency  of  use 

53 

.95 

Five+  drinks 

85 

.84 

Alcohol  Problems 

Cut  down* 

78 

.28 

Annoyed  others* 

84 

.29 

Guilty* 

91 

.60 

Morning  drink* 

91 

.53 

Drug  Use 

Ever  smoke* 

95 

.89 

Pain  releivers* 

75 

.30 

Tranquillizers* 

90 

.75 

Sleeping  pills* 

85 

.63 

Heart/blood* 

90 

.80 

Drug  Problems 

Stop  use* 

47 

.07 

Feel  bad* 

82 

.27 

Gone  for  help* 

95 

.02 

Hospital* 

95 

.64 

Mean 

75.2 

.65 

Median 

84.5 

.70 

indicates  dichotomous  (yes/no) 

responses. 

ao«ibxjl*<^ 


% 


6ft. 


OQJ 

ftft. 


tt. 

ftT. 

eft. 

at 

It. 

sa. 


f 5 

sa 

at. 


TO 

ts 

ItO- 


Ot.' 


eft 
;>oi 
I ft 


-I^  V •(«, 


tc» 

^H}ria  t^;. 

p'i'/ 


ftl> 

Sft 

ftS 

sa 

aa 

Oft 


3 


ftft 

99 

ftft 

IS 


iS 


■# 


dJU^H 
i ' 43  Usd 

rtAO'if'xdq  nft«  «•»] 

*ruwi4  i^ilvflOA 
^noiiJtlaOTfs  Cl«  n«||| 

t»i3]ir?3>A 

^ jitow  'iftiJiirfiiti 


f\ 


ioj 


?i5r: 


00 

3ft 


ft' 

i*o 

Itf 

tft 


A 


ey 

09 


I 


"M 


*i»}4Qin-’ 

41  nl 


5ft 

Oft 


m 


9^0^  m#K 


F 


4 


ri 


^1- 

i;«» 

ft0< 

36 


amSlda^’H  wi'tO 
doift 

•OUH  lot 


f 


E.e^ 


-'IjT  Vr  iidBOwiSf 

.■'I,"  " ■..  % 


"r'i. 


1:1" 


■f; 


('■■  "'  ''  . . 

l!..  ' ' 

■r  ,,iv’  ' ■■■■ 


' X’!,  vjv:  i ■■■^v'-‘  ".,  '■' 

/ :v  .t  }:v#;'  ' 'rr;vy^  v «■  , 

;.  ■ ■%\i.,,  .jt  /'••  ■*«^'  'Si'f  :'.:-:f;i'. 


r U-’  ' '.'  ' . ■■■■''''■.  . . « v' ■ ':,  '' , . 


‘ .■  ’ i’V  ' ,t; 

■ ' ■ ■ ,•  A '.sMi  ■ 


teCI, 


:■  T-  U,:  r <r^  :fe:,i^  ■ 't  n . 


'..'■I, 


■,  i ':  .'j."  .l^.>>i.  ’■• 


■'  - .;’  ■ ■;  V/»»jjvv^a^’  '^iitr.'; 's*  I-'"  ’iA0oH  ' s4r‘4M#  irhv a,  ^ 

>'  V!r:  . jTi«^<svf;Vc  :,iHu  < 


•(i<^.sr;  a'  ^'■.  ■:  y^puHhi^?,  ■: -'u;.'  ' -nir  ^ 


of  ■ r;;Vil\^H>  , V 

tap  ,,, 


if & /; : ‘4s:i-;*-#siibt,^su  . ^ ; ,■'),; ,,  •' a ov 


f,  '4- 

if',*- 


1.  'i 


I’a' 


'iif :. 


a ■?:,  ,.■■  ‘ ^ 

7.  Notes 

76 

•:' ' f « ^ ^ *af  V :■  ^ ; :jv ^ 

n\r4j>pfi''bi; 'Uiy-iit';:!  »:>.?■ ‘spq.U':?:  X ir^'r  : ■.  "'ep^br  . 

4 .,5  ;; ' :,iv:':'f,  v -v^rs^.' {i.i.-, 

l3Ei8i|y,' U r,  fatSffv  -X' ■ . <"  .■  ■ „ ■■’  ^^■■'?(^  '■.:  ■,■'  ,;!;,|i^^ 

if' 'Jwbiilia’rii^af  >:;  ^hf,  r ; ■■a'.'‘ aU'!  ' 

A i :' ,,t  :>., -'-ifiMtil  <>':  a,,.'/- ■■’,'■'■  ’ a : v ' ■:;■  ' ' . ' ' 'i’?XfiS'v'  *-7:''^ 


f ; 

’X 

1 ' V • 1 : aa:,v''r 

' ".itts^i  „i  aMT 

•'f'  ' • lS^lt>fMf'!i  ':’'' 

, •.  / h '■'  { . 

' ‘‘bit^,' Uif 

I pver!- i*»it  ;n 

.’rvi’A 

i C'  :"  ' A tjvy  , r' 


f ■ ..  ^ . ' f* 


K ,;  ,1  i 

ts>  •'iivV^»li«";.;- al.i  Mrr^T,  T^®, 

-i'aji.,  ff‘A  ,7  . '.'■ 


'i  ■ 


> '*  "'  ' ■■  ■ • '.  I<^<,  HO'^f  '-,_X  . ■ -A : 'iS: 


■7t\ 


-'■  ’V  :. 


ifc'CiiSS 


7.  Notes 


1.  The  minimum  projected  increase  is  based  on  the  presumption  that  the 
fertility  rate  will  increase  from  its  1983  level  of  1.7  births  to  a level  of 
2.1  by  1996.  The  maximum  projected  increase  is,  on  the  other  hand, 
based  on  the  presumption  that  the  fertility  rate  will  decrease  to  1.4  by 
1996.  In  either  case,  it  is  clear  that  the  proportion  of  people  aged  65 
and  older  will  increase  significantly. 


2.  The  Canada  Health  Survey  (CHS)  is  a nationwide  survey  of 
noninstitutionaiized  Canadians.  The  survey,  a joint  venture  between 
Statistics  Canada  and  Health  and  Welfare  Canada,  surveyed  12,000 
households  in  1978-1979  (Health  and  Welfare  Canada,  1981). 


3.  Mixed  units  are  buildings  that  are  not  restricted  to  seniors.  In  total, 
exclusions  represent  3788  suites  from  15  buildings.  The  sampling  frame 
employed  for  this  study  was  Seniors  Apartments  m Metropolitan  Toronto 
(Community  Information  Centre  of  Metropolitan  Toronto). 

4.  Selecting  every  individual  within  a household  is  desirable  when  there  is 
seldom  more  than  one  member  per  household  (Kish,  1965).  Such  is  the 
case  in  our  population  where  only  about  9%  of  units  are  inhabited  by 
couples.  In  total,  19%  of  respondents  were  interviewed  in  the  presence 
of  others. 

5.  Because  the  product  of  the  probabilities  of  selection  for  each  stage  equals 
the  overall  sampling  fraction,  estimates  are  self-weighted  (i.e.,  they 
require  no  weighting). 

6.  Interviewers  were  capable  of  translating  Chinese  dialects.  East  Indian 
dialects  and  Portuguese.  A brief  examination  of  interviewer  differences 
in  reporting  by  respondents  showed  that  of  some  62  items  in  this  report, 
17  showed  significant  response  differences  among  interviewers.  It  is 
likely,  however,  that  many  of  these  differences  are  likely  due  to  ethnic 
and  building  differences  rather  than  interviewer  differences.  Future 
multivariate  analyses  will  examine  this  issue  more  closely. 

7.  The  CAGE  scale  consists  of  the  summation  of  positive  responses  to  the 
four  items:  (1)  Have  you  ever  felt  you  ought  to  cut  down  on  your 
drinking?;  (2)  Have  people  annoyed  you  by  criticizing  your  drinking?;  (3) 
Have  you  ever  felt  bad  or  guilty  about  your  drinking?;  and  (4)  Have  you 
ever  had  a drink  first  thing  in  the  morning  to  steady  your  nerves  and  get 
rid  of  a hangover?.  Two  or  more  positive  responses  suggest  evidence  of 
alcohol  abuse  that  warrants  investigation  (Mayfield  et  al.,  1974).  The 
reliability  coefficient  of  this  scale  was  .70. 

8.  Comparisons  between  weighted  and  unweighted  estimates  showed  little 
difference.  We  have  retained,  however,  the  weighted  estimates. 


9.  Total  ounces  of  absolute  alcohol  consumed  was  measures  as  follows: 
Absolute  Alcohol  (OZ.)  = Fbeer  (Qbeer'.OS) 

■t"  Fwlne  (Qwine*.14) 

+ Fuq  (Qllq'.40), 

where  F=frequency  of  use  during  past  week, 

Q=typical  quantity  consumed  (oz.). 

10.  Although  the  mortality  rate  of  heart  disease  is  higher  among  males  than 
females,  the  Canada  Health  Survey  found  that  females  were  more  likely  to 
report  hypertension,  a condition  for  the  prescription  of  heart  and  blood 
pressure  medicine,  as  a health  problem  than  males  (36%  versus  20%)(CHS: 
Table  57). 
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